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FRACTURE X-RAY 
and ORTHOPEDIC TABLE 


The management of fractures is greatly simplified through the use 
of the Hawley-Seanlan table, which permits radiography of the patient 
from head to foot and includes convenient facilities for fracture treat- 
ment and orthopedic surgery. See demonstration and motion pictures 
illustrating new techniques, in booths 194 and 195 AHA Convention, 
St. Louis, Missouri. 


Ask also to see the new medicant inhalator and the new stupe 
device exhibited by Scanlan-Morris Company. 


SCANLAN-MORRIS COMPANY 


MANUFACTURERS OF 


“White Line” Sterilizing Apparatus, Operating Tables, 
Surgical Cabinets, Operating Room and Hospital Furniture. 


Madison, Wisconsin 
OPERAY LABORATORIES, INC. SCANLAN LABORATORIES, INC. 
Surgical Lights Surgical Sutures 
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Vale 


With this issue, the Quarterly Bulletin of the Association retires from 


the field, to be succeeded by AMERICAN HOSPITALS. 


For more than eight years the Bulletin has been the interpreter of 
Association policies and an open forum for the expression of thought 
and comment of the Association membership. Its columns have been 
open to all of our members, irrespective of prominence in the hospital field. 


It has served its purpose. In spite of editorial limitations it has won 
and maintained the interests and goodwill of its readers. It has contributed 
much to a betterment of the entire hospital field. It has created no 
enmities, encouraged no controversies, supported no policies that were 
not sound. 


To the members of the Editorial Board who contributed of their 
counsel, time and effort that the Bulletin might be worthwhile, the 
Association makes this acknowledgment of its gratitude and apprecia- 
tion. To its contributors and authors, whose manuscripts have made the 
Bulletin a leader in constructive hospital policies through all these years, 
the Bulletin, in its passing, conveys a thousand thanks. For all the kindly 
courtesies, the fine loyalty, the goodwill that have been so generously 
extended to our members, the Bulletin has the deepest appreciation, but 
has not the words to adequately express it. 


The Bulletin was published that it might pave the way for the develop- 
ment of a larger magazine to be published monthly, and at that period 
in the program for the development of our Association which its Board 
of Trustees decided was most desirable. It has fulfilled its mission, accom- 
plished its work as best it could, and gracefully retires to make place for 
what we are confident will be a greater and more useful publication, 
AMERICAN HOSPITALS. 
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Our New President 


The American Hospital Association has been fortunate in having a 
long line of distinguished hospital men succeed each other as its President. 
A review of the list of our Presidents explains in a very large way the 
satisfactory growth of the Association and the successful development 
of its program. 


With every assurance that his administration will be marked with the 
continuing success that has graced those of his predecessors, Dr. Robin C. 
Buerki succeeds Mr. Robert Jolly as President of our Association. 


Doctor Buerki, well and favorably known to the hospital field in 
Canada and the United States, has been for many years superintendent 
of the Wisconsin General Hospital of the University of Wisconsin. He 
has been a recognized leader in the hospital field, has served as president 
of the Wisconsin Hospital Association, as Chairman or member of impor- 
tant committees of our own Association, and has been a member of the 
Council on Community Relations and Administrative Practice since it 
was first instituted. 


President Buerki, universally popular, with a host of friends among 
hospital people, a delightful personality, brings to the Association that 
energy and enthusiasm for his work, tempered with the wisdom and 
experience of maturer years, which assures the happiest of years for 
him and a most successful year for the American Hospital Association. 





Our Guest Orator 


We were fortunate to have for our guest orator at our Annual Banquet 
the Honorable Bennett Champ Clark, United States Senator from 
Missouri. 


Senator Clark, in his own right a recognized leader in constructive 
political thought in the Senate, is the son of one of the finest citizens 
in our Middle West and one of the most upright and courageous of our 
political leaders, the Honorable Champ Clark, war time Speaker of the 
United States House of Representatives. 


Senator Clark is a friend of hospitals and he is particularly the friend 
of those who come to our hospitals as patients. He has sponsored legis- 
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lation in the United States Senate that if passed would have been of 
great assistance to our voluntary hospitals. 


Senator Clark is a constructive statesman, a forceful and interesting 
speaker. He is the ablest Parliamentarian on either side in either house 
of Congress. Like his honored father, he is one of Missouri’s distinguished 
citizens and a leader in constructive thought and policy in the United 
States Senate. 





A Real Convention City 


As this issue goes to press the Thirty-seventh Annual Convention of 
the American Hospital Association is in session in St. Louis. Favored 
by delightful weather, with a program that has been seldom equalled, 
and with a large and interested attendance, the St. Louis convention will 
be recorded as one of the most successful from every standpoint that our 
Association has ever held. 


The associations meeting with us participated in all of the values of 
convention week. The American Protestant Hospital Association, the 
American College of Hospital Administrators, the American Occupa- 
tional Therapy Association, the Children’s Hospital Association of 
America, the National Association of Nurse Anesthetists, and the Mis- 
souri Dietetic Association were all conventions that were unusually well 
attended and featured most interesting programs. 


St. Louis is a convention city. Its transportation facilities, its fine 
hotels, its modern convention hall and, best of all, the delightful hospi- 
tality of St. Louis people, all add to its charm as a wonderful host. 


Everything was done that could be done by our hospital friends in 
St. Louis to make our meeting pleasant and profitable, and our stay 
among them a happy one. They welcomed us like ‘home-folks” and 
entertained us in keeping with the best Ozarkian traditions. 


We are greatly indebted to Mr. Fred Rein, of the St. Louis convention 
bureau, and to Mr. Jim Darst and Mr. E. J. Burke, of the convention 
Auditorium, for the fine work they have done, as well as to the managers 
of the St. Louis hotels for their hospitality. The Association was given 
unusual consideration both by the St. Louis public and its civic authorities. 


The following incident should be related to illustrate the fine spirit of 
cooperation of Mr. Rein, the Hotel Managers’ Association, and Mr. Sam 
Breadon, president of the St. Louis Cardinals. 
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When there was a strong probability that the Cardinals would win 
the pennant in the National League and participate in the World’s Series, 
St. Louis according to custom was entitled to the first two games of the 
Series to be played Wednesday and Thursday, October 2nd and 3rd, of 
convention week. When your Executive Secretary took this matter up 
with Mr. Rein, Mr. Breadon and the Hotel Managers, Mr. Breadon, as 
president of the Cardinals, met with Commissioner Landis and the presi- 
dents of the interested clubs and asked that the first two games of the 
World’s Series be played in Detroit so as not to conflict with the con- 
vention of the American Hospital Association. And that is the sort of 
service and cooperation which identifies St. Louis as the leading convention 
city in this country. 


Local Convention Committees 
GENERAL ARRANGEMENTS COMMITTEE 

L. H. Burlingham, M.D., Chairman; Marie Brockman, Annette Alpirin, 
Eleanor Cockrell, Joseph M. Darst, R. L. Foster, M.D., E. E. King, Helen 
Lamb, Geraldine R. Lermit, E. Lee Miller, M.D., Neil Moore, M.D., Rev. 
R. D. S. Putney, F. H. Rein, Rev. Alphonse Schwitalla, A. H. Wyman. 

EXECUTIVE COMMITTEE 

L. H. Burlingham, M.D., Chairman; E. Muriel Anscombe, Walter Grol- 
ton, E. E. King, Ray Kneifl, Harry J. Mohler, Rev. R. D. S. Putney, F. H. 
Rein, A. H. Wyman, Rev. Paul R. Zwilling. 

COMMITTEE ON PUBLICITY AND INFORMATION 

A. H. Wyman, Chairman; R. Fullerton Place, Harold E. Coy, Ray 
Kneifl, Rev. R. D. S. Putney, F. H. Rein, John E. Riley, Jr., Marie M. 
Schoenherr. 

BANQUET AND BALL 

Harry J. Mohler, Chairman; Mrs. Mary J. Keith, Lulu M. Lacy, D. J. 

Prather, M.D. 
EXHIBITS 

E. E. King, Chairman; Estelle D. Claiborne, Ray Kneifl, R. A. 

Woolsey, M.D. 
RECEPTION 

R. L. Thompson, M.D., Chairman; Edith F. Bateman, Walter Grolton, 
Rev. R. D. S. Putney, Avery P. Rowlette, M.D., Brother Vulgan, Ray 
Kneifl, Rev. Paul R. Zwilling. 

MUSIC AND DECORATING 

E. Muriel Anscombe, Chairman; Sister Alphonsine, Rev. E. C. Hofius, 
Rev. Paul R. Zwilling. 

GOLF TOURNAMENT—F. H. Rein. 
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President's Address 


Opening the Thirty-Seventh Annual Convention 
of the 
American Hospital Association 


ROBERT JOLLY, F.A.C.H.A. 
Superintendent, Memorial Hospital, Houston, Texas 


FTER TWENTY-FIVE YEARS the American Hospital Association has come 
back to hold its annual meeting in this gateway city on the banks of 
the Father of Waters where ‘East meets West and ne’er the twain shall 

part’. Situated less than one hundred miles from the center of the population 
of our republic, St. Louis offers an ideal location for our people and they have 
taken advantage of this as evidenced by the large attendance on this opening 
day. When we met here in 1910 the personal membership of this Association 
was 684. Today it is 2,651. Our first institutional membership was authorized 
in 1918. Today it numbers 1,711. 


It gives us added pleasure and interest to meet in St. Louis because here is 
located the headquarters of the Catholic Hospital Association, that great or- 
ganization of a church which controls one-tenth of all the hospitals in this 
country and many of whose members are also members of our own organization. 


We count ourselves fortunate in following immediately the annual meeting 
of other important organizations whose members are members of this organiza- 
tion and who will loyally remain through the meetings of this week. I speak 
of the Protestant Hospital Association and the College of Hospital Administra- 
tors. We also feel honored in having meet with us the American Occupational 
Therapy Association and the National Association of Nurse Anesthetists. 


All of us are under a lasting debt of gratitude to the local committee on 
arrangements. We knew when we accepted the invitation to this city that we 
would be treated royally, for some of the most active and faithful members 
of our Association are residents here and are members of the local committee. 


EXHIBITORS 


I would like also to publicly express the appreciation of this Association to 
our exhibitors who each year bring to us a million dollar exhibit of the latest 





Presented at the Thirty-Seventh Annual Convention of the American Hospital 
Association, St. Louis. 
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in hospital equipment and supplies and make it possible for us to get a view of 
the material for selection in a few hours, that otherwise would take many, many 
days to comprehend. I wonder if the great rank and file of our membership 
realizes that the space taken by our good exhibitors helps in a very material 
way to finance this Association through the years. Any member of this Asso- 
ciation who is not a friend to the members of our Exhibitors Association is 
short-sighted indeed, for the members of that Association are men of the highest 
type and can always be depended upon to deal honorably. Let’s acknowledge 
our debt to them by the closest cooperation with them. 


DEATH OF THIRD VICE PRESIDENT 


Our hearts were saddened this year by the death of our Third Vice President, 
Miss Marie Louis, of Plainfield, New Jersey. This noble woman was an asset 
to the organization as well as to her hospital and community, and all of us 
feel keenly the loss of this useful life. 


OFFICERS 


Next Friday morning I will step back into the ranks and become a member 
of that galaxy called past-presidents. Presidents come and go, but two men 
stay on forever. I refer to Dr. Bert W. Caldwell, Executive Secretary, 
and Asa S. Bacon, perpetual treasurer. For eight years Dr. Caldwell has 
piloted this Association through the troubled waters of inflation and depression. 
This Association will never be able to pay him the debt we owe him. During 
the most trying years any of us ever experienced he has been a sheet anchor in 
the storm, and our success today is largely because of him. During the two 
years I have been ex-officio member of the Board of Trustees I have come to 
know him very intimately. I have glimpsed into his generous heart and have 
had the benefit of the workings of his great brain. If I should tell the many 
fine things I have come to know about him he would never forgive, for his 
modesty and diffidence are proverbial. He is so self-effacing that many of our 
members do not have the pleasure of knowing him intimately, but those who 
do, count his friendship one of the treasures of life. There is nothing closer 
to his heart than this Association. He lives for it. If all the great dreams 
he has for it come true we all will be amazed at the advance that shall be 
made. I have never for a moment seen him lose his poise, nor get off on a 
tangent. Around the Trustees table, when everyone has expressed an opinion 
they then turn to Dr. Caldwell for his judgment before a decision is made. 
Let’s give him our bouquets while he can appreciate them. 


Mr. Asa Bacon is a volunteer worker, but through the years has given of 
his time and talents and money to further the interests of this association and 
is just as interested in the welfare of the Association as if it all belonged to him. 
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I wish time permitted me also to tell you about Miss McCann and those other 
faithful and efficient women at headquarters whom most of you never saw or 
heard of, but who carry on the great mass of detail work through the year 
and at the Convention without ever coming into the glare of publicity. Dr. 


Caldwell and this Association could not function without them and do not 
a 


want to. 4 

I wish here also to pay tribute to Mr. Rufus Rorem, who is loaned to this 
Association by the Rosenwald Foundation, for the magnificent piece of work he 
has done with the Group Hospitalization movement and on the Manual on 
Accounting and Statistics. His committee, and especially Dr. Basil MacLean 
and his sub-committee have done for us a piece of work which has been badly 
needed for a long time and which is going to prove a great benefit to the entire 
hospital field. 

I realize it is a dangerous thing to try to mention names of those who have 
made outstanding contributions, for one cannot mention all and is so likely to 
leave out some one inadvertently who should have been mentioned. But I 
can not refrain from mentioning my good friend and your good friend Dr. 
M. T. MacEachern, Associate Director of the American College of Surgeons, 
who throughout this year, and all the years, has given of himself, of his time 
and of his experience so generously to this organization whenever called upon. 
In fact, he does not spare himself when any of us call upon him either in the 
states or in any other national organization. He is one ex-president of the 
American Hospital Association who has never for one moment diminished his 
interest or his activity for the success of this organization. The many things he 
does for us collectively and individually are too many to mention. 


HOSPITAL TRUSTEES 


I am sure I express the feelings of us all when I say we are particularly 
pleased to see so many hospital trustees in attendance at this Convention and 
I am sure that the Trustees’ Session tomorrow night will be the most successful 
we have ever had. If we could come to the time when one or more trustees 
from each hospital in this country would attend our sessions we would bring 
in a new day in the hospital world. 


We are passing through a crisis in hospital life. What the end will be no 
one can or should prophesy. It seems that everything possible has conspired 
to ruin us. I speak not only of the voluntary hospitals, but of the tax sup- 
ported and privately owned as well. The tax supported hospitals have seen 
their bed capacity exceeded on the one hand, and on the other hand their 
income for budgets reduced because of reduction in tax receipts. They have 
seen politics disrupt in one day what it had taken months and even years to 
put together; have had to suffer and let the indigent sick suffer because of the 
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short-sightedness of politicians and men unworthy and unfit to have anything 
to do with the destiny of a hospital. 

Privately owned hospitals have suffered because the community has dumped 
upon them the indigent and accident load that should have been borne by 
taxation. I recently talked with a Texas doctor who used his savings of many 
years to erect the only hospital in his county. Within two years he has 
become bankrupt because his little hospital has been compelled to carry the 
entire county load without one cent of remuneration from the county and no 
sympathy from the Commissioners. On January 10th a bus driven by a 
sixteen year old boy, and loaded with thirty-three children, got out of control 
at Mount Airy, North Carolina. When the mess was cleared up twenty-four 
children were in the Martin Memorial Hospital. Five went home after their 
wounds were dressed. The remaining nineteen crowded every available bed, 
and cots were set up to accommodate some of them. Dr. M. S. Martin, the 
owner of the hospital, and his assistants performed miracles of surgery on the 
little bodies, and the children used 438 hospital days. The total doctors’ and 
hospital bills amounted to $6,292.00. These were cut in half and presented. 
The parents refused to take any responsibility for the bills. The State refused 
to assume any liability, but repaired the damaged road. Dr. Martin and his 
hospital hold the bag. One more emergency like that and that hospital will 


be ruined. 


PLIGHT OF VOLUNTARY HOSPITALS 


But the voluntary hospitals have been the hardest hit. Six factors militate 
against them: 

(1) Decrease in Pay Patients. There is no need for me to rehearse this 
burden. It is a well known fact that the occupancy of pay beds is off from 
30 to 50% in our hospitals. Chicago alone has 5,000 vacant beds today. 


(2) Increase in Number of Charity Cases. Our figures show that 
voluntary hospitals donated in 1929 7,497,235 patient days 
voluntary hospitals donated in 1934 18,733,822 patient days 

an increase of 160%. 

(3) Decrease in Donations. It is a fact too well known to us that donations 
to voluntary hospitals fell off 75% between 1929 and 1935 as evidenced by 
the following figures: 


1929 1934 
Private Gifts and Donations............... $ 58,000,000 $16,000,000 
Legacies: and Benetactions. «<.<2ssecsecess 84,000,000 13,500,000 
Mommunicy CNests 6c s ca cints cee sinleee's 9,000,000 8,000,000 
Other Community Organizations............ 7,500,000 6,500,000 
Subsidies, Grants and all other sources...... 26,500,000 5,000,000 





$185,000,000 $49,000,600 
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(4) Decrease in Income from Endowments. Virtually every hospital. that 
has any endowment has seen income from same fade away at an alarming rate. 
Remember there are not three dozen hospitals in the entire country that have 
an endowment of a million dollars or more. 


Our great Johns Hopkins Hospital, of which the honored Dr. Winford Smith 
is superintendent, found itself in the red the past year about $200,000 because 
of increased charity load and decreased endowment income. This is but an 
example of what is happening to all the other endowed institutions. 


(5) Government Imposition. As though the four factors just mentioned 
were not enough the Government continues to impose upon us by leaving us 
to bear the load that rightfully belongs to it. The attitude of Harry Hopkins 
and those in authority is just what it was in the beginning of the N.E.R.A., 
namely: the government will feed, clothe, and shelter the indigent as long as 
they are well, but when they get sick let the hospitals take care of them. 
They always have, so let them continue. And so we have. I know of one 
instance recently where a forbearing hospital superintendent took the bit be- 
tween her teeth and refused to admit a patient unless the local relief adminis- 
trator would agree to pay a reasonable per diem charge. The administrator 
finding he could no longer impose on the hospital agreed to do so. I sometimes 
think we are never going to get justice until we in concert act as this superin- 
tendent did. 


The President of the United States has spoken much and often about volun- 
tary hospitals and other institutions going into partnership with the Federal 
Government in caring for the indigent sick. Well, we went into partnership 
but the government has extended help to nearly everything else under the sun 
but to the voluntary hospitals. 


(6) Government Competition. Not only has Federal Government imposed 
upon us, but has gone into actual competition with the ones it asked to be 
partners with it. We are all perfectly willing for the Government to hospitalize 
service-connected disabilities, but we are not willing for government to send 
to its hospitals others who are able to pay for hospitalization and for doctors’ 
care and who should patronize home doctors and hospitals. Neither do we 
think it fair for government to continually enlarge Veterans hospitals and 
build new ones when voluntary hospitals in most centers have sufficient vacant 
beds to care for government cases and can take care of them just as well and 
just as cheaply as a government hospital can. When you hear government 
figures to show it can hospitalize a man more cheaply per day than our volun- 
tary hospitals remember the figures do not include capital expenses such as 
depreciation, interest, etc. Take these two items into consideration and it costs 
the government more than it costs many of our voluntary hospitals. The 
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government does not tell the whole story, but it all comes out of the taxpayers. 


I do not believe the government has any more right to go into competition 
with its partners, the voluntary hospitals, than it has to go into competition 
with any other business. These six factors are enough to wreck the voluntary 
hospitals of this country and it is no wonder that over 400 have ceased opera- 
tions in the past five years and others are hanging over the brink of bankruptcy. 
How long some of them can hold out is a problem vexing their trustees today. 


WHAT IS FUTURE OF VOLUNTARY HOSPITALS? 


One of our greatest problems today is what to do with our voluntary hos- 
pitals. There are many in this country who believe Government should operate 
all hospitals. We have some members of this very organization who are per- 
fectly sincere in their belief that the voluntary hospital has served its day and 
must give way to government ownership or control. I am not one of those. 
I believe the voluntary hospital can perform a service that no other hospital 
can perform. I cannot imagine this country without our great Catholic and 
other denominational hospitals, and hospitals operated by benevolent groups in 
communities. I believe this country would be the poorer to have these men 
and women who have consecrated their lives to suffering humanity to walk 
out of the hospitals and let the government walk in. And I mean no reflection 
on those employed by the government to operate hospitals, but I do feel that 
in voluntary hospitals there is regnant a spirit which is not found in tax sup- 
ported hospitals. And I believe the public feels this and would not be in favor 
of killing the voluntary hospitals. I know of voluntary hospitals all over this 
country whose personnel, not so much because they wanted to keep a job, 
but because of an earnest desire to serve suffering humanity have agreed to 
accept for their services only room and board and a proration of any funds left 
over after all current bills have been paid. This sacrificial spirit can not fail 
to impress the community and challenge the inhabitants to help save such a 
hospital. 


You may starve the bodies of men and women like that, but you cannot kill 
their spirit. That sort of spirit is not measured by dollars. That spirit will 
give its life blood for the things it loves. 


If I had the ear of the public tonight I would ask, “What would have 
become of this country during the past § years if the voluntary hospitals had 
not carried their burden instead of laying it down? What would have become 
of this country if its health had not been cared for?” When a Nation loses its 
health, all is lost. When the final reckoning is made it will show that our 
hospitals, by conserving the health of the Nation, has saved us from a disaster 
worse than a depression. Four-sevenths of all the patients in hospitals last 
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year were in our voluntary hospitals and received in most cases care and 
service unsurpassed in the whole world, for it is known the world over that our 
hospitals are the envy of every other country on the globe and delegations are 
constantly visiting us to see how we do it. I believe I can say without fear 
of contradiction that our hospitals that have survived thus far have done so 
not at the expense of the patient, but at the expense of the workers in the 
hospitals. Our hospitals have not let down in their standards nor in the care 
of the patient. I was asked by a U. S. Senator how, in the face of all the 
factors fighting against us, we had been able to do as much as we have and I 
answered with no little pride that hospital superintendents and employees had 
borne the brunt in reduction of salaries and maintenance and no body of people 
in this country, even in the past world war, had shown a finer spirit of 
unselfishness and sacrifice than had our people. And I told him that the 
American Hospital Association has in a large way engendered such a spirit 
among our people by constantly preaching the gospel of “the patient first”. 


ENDOWMENTS OR ENTOMBMENT 


I believe the American Hospital Association has an obligation upon it to 
point the way to the preservation of the voluntary hospitals. It seems very 
plain to me that we cannot rely on private philanthropy to the large extent we 
have been accustomed to in the past. You are familiar with the great decrease 
of donations and when if ever they will rise to the figures of the past none can 
tell. It then seems plain that for voluntary hospitals it is endowments or 
entombment. Unless we can get adequate endowments we will have to bury 
many of our voluntary hospitals. Of course, there is the possibility of loans 
or gifts from the government but then arises the danger of government control 
or operation, which many fear and for which there is certainly a basis. 


I remember some years ago Dr. Washburn’s part on a round table was to 
tell how to get endowments for a hospital. It seems to me this Association 
could well afford to make such a study and to not only teach our voluntary 
hospitals the wisdom of securing endowments, but also the modus operandi. 


JOINT COMMITTEE 


It is in order here to say a word about the Joint Committee of representa- 
tives from the American Hospital Association, the Protestant Hospital Asso- 
ciation, and the Catholic Hospital Association, which has dealt largely with 
Federal Government. It has been my privilege this year to be chairman of this 
committee and I want publicly to express the appreciation of this Association 
to those members who have assisted so materially in this work. You will hear 
about this committee more in detail at the legislative session we are to have 
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later on and I want now to urge everyone attending this convention to be there 
to get first hand information on the work of this important committee. 


Those of us who have had to work with our law makers at Washington 
have been gratified at the reception and response we have received. The 
members of the Ways and Means Committee of the House and the Finance 
Committee of the Senate have been most cooperative and have seemed desirous 
to help hospitals as much as possible. It has been our province to inform them 
of the “plight of the hospitals,” to use the title originated by our good friend 
Lorimer of the Saturday Evening Post, and they have first shown their amaze- 
ment at the treatment our hospitals have received and have then promised to 
do all within their power to see that they get justice. 


You are, of course, familiar with the fact that we won our case in the 
Social Security Bill. Some thought we were asking too much when we asked 
for complete exemption from its provisions, but I felt it was better to ask the 
limit and then have some grounds on which to compromise if necessary. You 
know also that in the Share-the-Wealth Bill we were able, together with other 
organizations, to get a provision in the bill to allow corporations to get credit 
for donations up to 5% of their income. 


The committee also was able to secure an agreement with the Works 
Progress Administration authorities to pay hospitals $4.00 per day for patients 
instead of $3.50, which was paid by the P.W.A. last year. I want here to 
express the thanks of the Committee to Guy Clark who did most of the work 
on this matter with the W.P.A. and who brought it to a successful conclusion. 
I also wish to thank Ray Kneifl, Secretary of the Joint Committee and Secre- 
tary of the Catholic Hospital Association, for the fine way he has kept the 
records of the actions and proceedings of the Joint Committee. I alsq wish 
to thank Father Schwitalla, President of the Catholic Hospital Association, for 
the fine cooperation he has given us and the many contributions he has made 
in the accomplishment of the year. Also to Rev. C. C. Jarrell, President of 
the Protestant Hospital Association, we express our thanks. 


This leads me to say that there is no more important problem confronting 
us today than that of legislation both National and state. At an expense of 
more than $2,500.00 the Association, through its Legislative Committee, of 
which Art Calvin is Chairman, has for 28 weeks sent to 154 of our members 
who were interested a Legislative Bulletin of every bill submitted that pertained 
to hospitals. One need look at the Bulletin but once to see what problems 
have been arising almost daily to challenge the attention and efforts of our 
members everywhere to see to it that no bill inimicable to hospitals be passed 
and that every friendly bill get the backing of all of us. 


When you remember that the enormous amount of work by our representa- 
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tives on the Joint Committee was financed by donations from hospitals to the 
amount of only $3,286.00, plus $1,000.00 out of our Association’s budget, the 
results are gratifying in the extreme. It is estimated that our savings alone 
resulting from provisions in the Social Security bill will amount to six million 
dollars annually. Some organizations that have been at work in Washington 
on bills concerning their welfare have funds ranging from $25,000.00 on up. 
If we had such a fund we could employ a man to give his entire time at 
Washington not only during the Sessions of Congress but between. Who can 
measure the good that we could accomplish? The members of this Association 
are stone blind if they cannot see that the hospitals of this country ought to 
give liberally toward such a fund from a purely commercial standpoint if for 
nothing else. The life of our voluntary hospitals in any State Legislature 
could easily hang in the balance with some bill that is likely to be presented 
any day. 


We talk much about making the public hospital minded. I wonder if our 
own members are hospital minded enough. We will never enlist the public’s 
sympathy and assistance until we hospital people become enough hospita! 
minded to realize that our problems are common to all and that it takes con- 
certed action on the part of all of us to make any very definite progress. The 
questionnaires sent out by the Joint Committee were answered to a very gratify- 
ing degree, yet, strange to say, many hospitals all over the nation were not 
interested enough to take the trouble to send us the information requested. 
One would think that as a result of the fine work of the Committee last year 
under the leadership of Dr. Faxon, every hospital in and out of the membership 
of this Association would have clamored this year for the privilege of donating 
liberally toward the Joint Committee Fund. But such was not the case. I am 
glad to say that many gave more than they were asked to give, but hundreds 
did not respond at all and yet they participated in the benefits secured by this 


Committee. 


MEMBERSHIP 


And that leads me to say that as encouraging as has been the growth of our 
membership this year, yet when we consider the great number that take no 
interest in this great national organization, nor in their state organizations, the 
wonder is that we have progressed as far as we have, and we also wonder just 
how hospital minded we really are, taken as a whole. I have met with 18 state 
organizations this year, traveling 47,033 miles and being absent 106 days. In 
many of these states not three per cent of their members were members of the 
American Hospital Association. How can hospitals ever hope to make an 
impress on this Nation if we do not enlist more institutions and their executives 
in the national organization? 
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OFFICIAL ORGAN 


You will see at this convention a sample of the organ which will take the 
place of the quarterly Bulletin beginning January 1, 1936. The name of the 
long looked for and greatly to be desired magazine is AMERICAN HOS- 
PITALS. Just here I want to give credit to John Mannix for the name, for 
it was he who suggested it and I think most of you will agree it is a very fitting 
one. I wish also to record my appreciation and that of the Board to the 
Committee composed of Dr. Walter E. List, Chairman, Dr. G. Harvey Agnew, 
and Asa Bacon for their most effective efforts to bring this magazine into being. 
I believe it will fill a long felt need and will be one of the most progressive 
moves this Association has ever taken. I feel also that for the time being it 
will take the place partially of a field representative, for it will go to every 
member, and one of the duties of the editor will be to contact the field in the 
interest of the magazine and the Association. The advertising manager, Mr. 
Hubert J. Maynard, is meeting with gratifying success in securing advertise- 
ments which will largely finance the venture and I bespeak for him and the 
editor, whoever he may be, your loyal and enthusiastic support. 


MOBILIZATION FOR HUMAN NEEDS 


It was my pleasure to attend, as your official representative, the 1934 
Mobilization for Human Needs Conference and to be invited to the 1935 
meeting which I could not attend because of conflict of dates with some meet- 
ings here. I found those interested in Community Chests and other philan- 
thropic drives eager to learn our problems and to help and be helped as we 
labor together for the needy. 


INSTITUTE FOR HOSPITAL ADMINISTRATORS 


The 1935 Institute for Hospital Administrators, which began September 11, 
and closed September 25, again demonstrated the value and wisdom of such 
movement inaugurated in 1933 by this Association. The large attendance and 
the eagerness displayed by those enrolled to learn all they could from the 
unusually fine faculty provided must have delighted Dr. Michael Davis and his 
committee. I have talked to numbers who attended one of the three institutes 
we have had and they tell me it has been an epoch in their experience. 

I want to suggest FOUR OBJECTIVES for this Association: 

(1) Field Representative. 1 want here to suggest that as soon as possible 
the board of trustees of the American Hospital Association employ a field repre- 
sentative whose duty it shall be to visit the different states and sections in an 
effort to get members, not primarily that we may report larger numbers, but 


that we may have more hospital people organically connected with the associa- 
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tion and therefore may have greater representation at the capitols of the states 
and the Nation. The Executive Secretary, Dr. Bert W. Caldwell, can not 
possibly attend all the meetings over the country at which we should have a 
representative. How he does all he does at the headquarters is a marvel to me. 
Neither can the president attend. With the increased demands being made 
yearly upon the president whom you elect it will soon be so that no man can 
accept the office unless he be released for a year from his own hospital. If we 
are to enlist our people as we should someone must be able to go to every state 
and sometimes to different sections of a state to present our common cause 
and to tie on to us those who as yet do not see any reason for allying themselves 
with the national organization. I know that very shortly the Trustees would 
have employed such a man or woman but for the fact that for the immediate 
future the Association must finance the official organ, AMERICAN 
HOSPITALS. 

(2) Pensions for Employees. Under the provisions of the Social Security 
Bill hospitals were exempted from taxation. But, my friends, that does not 
exempt us as hospital trustees and executives from a moral obligation to see 
that those who labor and toil to the breaking down point in the employ of 
the hospitals are provided for. Some states may not pass bills but we cannot 
escape this obligation and I do not believe the governing bodies of the hospitals 
want to dodge the responsibility. I sincerely trust that this Association will 
be able very shortly to work out plans and recommendations that will be 
adopted to the end that the faithful men and women who give of their best 
to the point of sacrifice shall not be turned out on charity when they are 
unable to work. The Joint Committee never for one moment intended that 
hospitals should shirk their responsibility to their own employees. The spirit 
that motivates hospitals to help the needy sick does not turn its back on 
its own people. The Joint Committee felt that the original Government plan 
would be a hardship on hospitals and the very ones they intended to help, but 
that hospitals could set up their own plans more successfully and more cheaply. 
Let us speedily demonstrate that we can and will care for our own. 


(3) Licensing Hospitals. Another thing we must do is to see that laws are 
passed in our states licensing hospitals. In most places today anyone can rent a 
cottage, paint it white, install two or three white hospital beds, put a hospital 
sign on the front of the house and call that a hospital. Such a practice is a 
travesty and an injustice to the sick and disabled. It is not only an imposition 
on the public, but on real hospitals which strive almost to the breaking point 
in an effort to lift up standards. We should put a stop to such practice, not 
only for the safety of patients, but for our own. This Association should point 
the way for legislation in our States. Of course I realize that in sparsely 
settled communities this is the best that can be done. We should be grateful 
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that the people have the benefit of even a make shift hospital, but in the 
towns and cities where there are real hospitals something must be done to teach 
the people the difference between boarding houses and hospitals until we are 
able by legislation to prevent the operation of such unnecessary and inefficient 
places. Let’s see to it that such places are not called hospitals. And even in 
the sparsely settled places such institutions could be called emergency stations 
or first aid stations or some such name to distinguish them from real hospitals. 

I feel constrained to say a word about physicians in places where there are 
ample hospital facilities operating small hospitals in competition with old 
established hospitals. 

The doctors demand that our hospitals be equipped with adequate laboratories 
and all modern equipment in order that their patients may have the best. Then 
many of those doctors will set up pathological and X-ray laboratories in their 
offices and perhaps put in a bed or two and compete with the very hospitals 
they have forced to spend thousands of dollars in order to be able to give 
patients adequate service. I do not know what we can do about it, but it 
seems there ought to be some concerted action to impress upon our doctors the 
fact that they ought to protect and assist us as much as possible instead of 
going into competition with us. 


(4) Propaganda. One thing more I would like to say and that is that all 
of us must assert and re-assert the claims of the hospital. Too long we have 
sat back and said “God will bless us and lead us out because we are in a good 
work and trying to carry out the example of the Good Samaritan”. Well, I 
believe God will bless us, but I believe “faith without works is dead” and I 
believe the Almighty expects us to exert ourselves to the limit. We have been 
so afraid of being unethical that we have let others almost rob us of our birth- 
right. The time is come for us to become vocal; to make ourselves heard in 
our own community, in our own state and all the way up to Congress of 
the United States. We have demonstrated in the past three or four years 
what we can accomplish with a little money, some organization and much 
determination. I believe our big job is two-fold—first to organize our state 
forces and bombard legislatures and relief administrators until they are com- 
pelled to give heed to us and to pass the word up to Washington. I wish 
time permitted to tell you of remarkable results obtained by legislative commit- 
tees in Ohio, Pennsylvania, Texas and others of our states. But what they 
have done can be done in all states with proper leadership. Second, the Ameri- 
can Hospital Association must organize and plan to have a bill presented and 
pushed through the next Congress that shall act as a mandate to recognize 
hospitals for what they are and for what they are doing for this country of 
ours and to see that we get simple justice. We are not beggars. We only ask 
for what is rightfully due us. 
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Let’s not sit supinely by and say “the leaders will do what is necessary. 
We will send them a little donation and watch them work. If they accomplish 
anything we will congratulate. If they don’t, we will criticize them”. It must 
be “all for each and each for all”. It will take the maximum effort of each 
of our present members and as many more as we can get. It will take the 
combined efforts of all our own forces and our friends directed upon our state 
legislators and everyone who can influence them and upon our National con- 
gressmen. Let’s wake up to our privilege and our responsibilities and let’s 
organize and energize to put the hospital cause on the same footing that the 
Veterans, the Farmers, the Utilities and Labor have put theirs. 


It is not possible for me to express to you my appreciation for the honor you 
bestowed upon me by electing me president of this great organization. If I 
have been able to help accomplish anything it is a joy to know it. 1 count it 
one of the richest experiences of my life during these two years as president- 
elect and president to fellowship with you in your state meetings. To me 
there is no group in the world like hospital people. I honor you for what you 
stand for and for the sacrifices you make in order that suffering humanity may 
have a chance to be well. I think we could not be accused of being in this 
work for the money that is in it. Certainly we are demonstrating by our 
own actions that the Spirit of our institutions is that of Service to the greatest 
number. 


Some time ago a hospital in Milwaukee asked me to make an address at a 
banquet opening drive for $75,000 to save the hospital, which was that much 
in debt, because of the charity load it had borne. Arriving there I was intro- 
duced to Calvin Marth, a red headed, 12 year old boy, who was born in that 
institution. When four years old his father disappeared and the mother secured 
a position as waitress at this hospital. About a year before the drive the boy 
had been run over by a milk wagon and begged to be carried to “his” hospital. 
After a few weeks he was allowed to go home, but soon developed a blood 
stream infection and was taken back to “his” hospital. The doctor saw that 
only a transfusion would likely save his life. The scrub woman on the floor 
heard the remarks during the consultation and asked the privilege of donating 
her blood. It was granted, but the boy required another and this time a 
student nurse requested permission to give her blood and it was granted. Then 
the cook, then an intern and on until seven members of the personnel of that 
hospital gave of their life blood to save the life of that child and on Christmas 
he went home well. I need not tell you how he asked the privilege of giving 
his savings of $1.93 to the campaign and how, as I related the experience, it 
stirred the hearers to give $18,000.00 at the banquet table. My point is that 
those working in the hospital gave their blood because they loved the institution 
and a child committed to its care. There are hundreds at this convention who 
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may not have let their blood flow from their veins to that of a patient, but 
have just as actually used of their strength and reserve and nerves and blood 
that their institution might not die, but continue to care for the patients. 


And so tonight I salute you for what you are and for what you are doing to 
make this world a better place to live in. 


I bespeak for my successor Dr. Buerki your continued loyalty and cooperation 
that next year may surpass any preceding one. 


New Erlanger Hospital Project 


The promise of a new hospital to replace the old Erlanger Hospital in 
Chattanooga came closer to immediate fulfillment when Judge Will Cum- 
mings of the Hamilton County Court appointed the R. H. Hunt Com- 
pany and Dr. William H. Walsh, hospital consultant of Chicago, to 
prepare the plans for the new institution. 


Dr. Walsh was directed to conduct a study of the needs and to assist 
the architects in developing suitable plans. This work was completed by 
September } andthe plans have been submitted to the P. W. A. authorities. 

4 


It was decided to utilize such part of the old Erlanger Hospital as is 
suitable for the hospitalization of the colored, and to build a complete 
new unit of 300 beds, enlarge the nurses’ home and mechanical plant, and 
to utilize the present site, razing one wing of the old hospital to permit 
the new structure to be so located that as additional beds may be needed 
the old hospital may be replaced by future new wings. , 


While tentative plans required by the Governmental agencies have been 
completed, it is intended that after the grant of funds has been made, 
mote careful study will be given to the details by the consultant, in con- 
ference with Dr. Eugene Elder, the superintendent, and the members of 
the professional staff of the hospital. The project has been approved by 
the local P. W. A. director because of the urgency of the need for addi- 
tional and more modern hospital facilities in Chattanooga. 


— es 


Minnesota Hospital Association Breakfast 


Members of the Minnesota Hospital Association will meet at a breakfast 
meeting on Wednesday, October 2, at the Jefferson Hotel, St. Louis, Mo. 
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Special Functions at the St. Louis Convention 
Sunday, September 29 


SECOND CONVOCATION OF THE AMERICAN COLLEGE 
OF HOSPITAL ADMINISTRATORS 


The American College of Hospital Administrators will hold its second 
convocation at the Statler Hotel, Sunday, Sept. 29, at 6:30 p. m. 


Monday, September 30 


AMERICAN PROTESTANT HOSPITAL ASSOCIATION 
The American Protestant Hospital Association will hold a breakfast meet- 
ing at the Jefferson Hotel, Monday, September 30, at 8:30 a. m. 


MISSOURI DIETETIC ASSOCIATION MEETING 
The Missouri Dietetic Association will hold its annual meeting at the 
Statler Hotel, Monday, September 30, starting at 8:30 a. m. 


DR. CALDWELL’S LUNCHEON TO THE SECRETARIES OF 
STATE AND REGIONAL HOSPITAL ASSOCIATIONS 
Dr. Caldwell will give a luncheon honoring the secretaries of the various 
state and regional hospital associations at the Statler Hotel, Monday, 
September 30, at 12:00 noon. 


MEETING OF GROUP HOSPITALIZATION EXECUTIVES 
There will be an informal meeting of group hospitalization executives on 
Monday, September 30, at 4:00 p. m., in Conference Room No. 1, Jeffer- 
son Hotel. 


Tuesday, October 1 


INDIANA HOSPITAL ASSOCIATION BREAKFAST 
The Indiana Hospital Association will hold a breakfast meeting in the 
Private Dining Room of the Jefferson Hotel, Tuesday, October 1, 8:00 
a. m. 


OHIO HOSPITAL ASSOCIATION LUNCHEON MEETING 
The Ohio Hospital Association will hold a luncheon meeting at the Jeffer- 
son Hotel, Tuesday, October 1, 12:15 p. m. 
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DIETITIANS—SIGHTSEEING TRIP AND TEA 
The Missouri Dietetic Association will join with the Dietetic Section in 
its program on Tuesday, and will arrange for a sightseeing trip Tuesday 
afternoon, October 1, returning in time for a tea which has been arranged 
for the dietitians and the delegates at Jewish Hospital, 4:30 p. m. 


NATIONAL ASSOCIATION OF NURSE ANESTHETISTS 
Annual Banquet to be held in the Crystal Ballroom, Hotel Chase, Tues- 
day, October 1, 7:00 p. m. 


AMERICAN OCCUPATIONAL THERAPY ASSOCIATION 
Annual Banquet to be held at the Jefferson Hotel, Tuesday, October 1, 
7:30 p.m. 


Wednesday, October 2 
TRI-STATE HOSPITAL ASSEMBLY BREAKFAST 
A Tri-State Hospital Assembly (Illinois, Indiana and Wisconsin Hospital 
Associations) Breakfast will be held on Wednesday, October 2, in the 
Private Dining Room of the Jefferson Hotel, at 8:00 a. m. 


MINNESOTA HOSPITAL ASSOCIATION BREAKFAST 
Members of the Minnesota Hospital Association will meet at a breakfast 
meeting on Wednesday, October 2, at the Jefferson Hotel. 


CHILDREN’S HOSPITAL GROUP 
The Children’s Hospital Group are planning a trip to Ridge Farm on 
Wednesday afternoon, October 2. 


TEA FOR THE VISITING MEDICAL SOCIAL WORKERS 
A Tea is being planned for the visiting medical social workers at 8 
Hortense Place, Wednesday, October 2, at 4:00 p. m., with Mrs. Julia 
Holland as hostess. 


Thursday, October 3 
ANNUAL GOLF TOURNAMENT FOR HOSPITAL DELEGATES 


The annual golf tournament will be held on Thursday afternoon, 
October 3. 


BUFFET SUPPER FOR VISITING MEDICAL SOCIAL WORKERS 
A Buffet Supper is being planned for the visiting medical social workers 
on Thursday, October 3, 5:00 to 7:30 p. m., with the Missouri District 
of A.A.M.S.W. as hostesses. 
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The American Medical Association and 
Hospitals 


By HOMER F. SANGER 
Council on Medical Education and Hospitals 


N EPISODE which has been little told but which holds interest and 

fascination for all physicians and all hospital workers, occurred 

in May, 1847, when the certified delegates from eighty medical 
organizations met in the Philadelphia Academy of Sciences as the Amer- 
ican Medical Convention. On the second day of their meeting they 
passed the following resolution: “REsoLtvep, That this convention do 
now resolve itself into the American Medical Association.” 

The point in telling this episode is that the Association was not the 
idea of a single individual, nor yet was it the movement of any small 
group, but it was the consensus and result of eighty medical organiza- 
tions of various types, general and specialized, including practically all 
of the medical interests and institutions then existing in America. As 
then, so today, the Association is composed of the medical profession of 
America; only, instead of eighty societies it now embraces more than 
two thousand constituent county and city medical organizations, fifty- 
two state organizations, and of course represents all of the specialties 
and, therefore, is sensitive to every considerable interest arising in the 
medical field. 

In the eighty-seven years the constitution has been changed in certain 
details and various methods and machinery have been used to perform 
its duties, but the basic idea of a federation of all medical organiza- 
tions on a democratic, representative basis is even more true of the 
Association today than in 1847. 

A smile of wonderment is provoked when one reads the quaint lan- 
guage of the Proceedings of that early convention and finds the very 
things that bother doctors and other persons connected with health mat- 
ters today were just the things that they were worried about then. One 
of their big topics was the care of the indigent. They also talked about 
maternity welfare, and they initiated a survey in that field at that time. 

Another chief concern was the supply of qualified physicians. One 
delegate is said to have spoken with great feeling as he told how, riding 
five hundred miles on horseback, he noticed so many doctors in cities and 
large towns and so few in rural districts. 

Even the committees that were appointed to cope with the several 
conditions that demanded action seemed strangely modern, beginning 
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with the “Committee on Arrangements” and another on ‘Medical 
Science”. They included, also, committees on ‘Practical Medicine” — 
“Surgery —‘‘Obstetrics”—and ‘‘Medical Literature” and then, to strug- 
gle with the problem of the supply of physicians and particularly with 
their qualifications and education, there was a “Committee on Medical 
Education”. Twelve months later, at the first annual meeting of the 
Association in Baltimore in 1848, the Committee on Medical Education 
gave a report which one may still read with considerable enlightenment 
in Volume One of the Proceedings of the American Medical Association. 
Of the eight resolutions summarizing the findings of that committee, the 
first three were concerned with hospitals: 
1. RESOLVED, That this Association considers defective and 
erroneous every system of medical instruction which does not rest 
on the basis of practical demonstration and clinical teaching; and 
that it is, therefore, the duty of the medical schools to resort to 


every honorable means to obtain access for their students to the 
wards of a well-regulated hospital. 


2. RESOLVED, Therefore, That this Association earnestly 
and respectfully appeals to the trustees of hospitals to open their 
wards for the purposes of clinical instruction, satisfied that they 
will thereby more efficiently aid the cause of humanity and more 
perfectly accomplish the benevolent intentions of the founders of 
the charity. 
3. RESOLVED, That the practice of appointing physicians 
and surgeons to the charge of an hospital on political or other 
grounds than those of professional and moral worth, is inconsistent 
with the welfare of its inmates and, of consequence, inhumane 
and unjust, subversive of the objects of its founders, and incom- 
patible with a conscientious appreciation of the high responsi- 
bilities devolved on the appointing power. 
Incidentally that convention took recess of ten minutes in which the 
239 delegates each made his cash contribution to defray the expenses of 


the convention and support its work. 


The high purposes, the keen insight and devotion of the men who then 
and always have composed this voluntary federacy give the only explana- 
tion of strength and growth of the American Medical Association and its 
success in all of its varied undertakings, including the work of the Coun- 
cil on Medical Education and Hospitals in its contact with those prob- 
lems that have been handed to it to work out. 


It will not seem too far fetched to point out a distinct relationship 
between the constitution of our country and the development of the 
American Medical Association. When the constitution of the United 
States was under consideration in Philadelphia immediately after the Revo- 
lution, we had not a United States government but a conclave of thirteen 
separate nations called the Original Colonies. It was a little league of 
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nations, with its picturesque personages from the mills and valleys of 
Georgia, Virginia and the Carolinas, as well as from the marts of trade 
of New York, Boston and the peace loving Philadelphia. 


Delegates from Colonies that thrived on foreign trade wanted a strong 
central government, while those from the rural or backwoods colonies 
wanted the main powers to remain within the separate colonies. It was 
a matter of state rights as against national government. As a compro- 
mise the central government, set up in prospect, was given the job of 
running a postal service for all the colonies, of coining money for the 
entire country, of entering into treaties with foreign nations, declaring 
war and maintaining a standing army, and other things that could best 
be done by a federal government. 

Read the Tenth Amendment and you will find, however, that all of 
the powers not mentioned in the constitution were reserved to the sep- 
arate states. On that amendment hinges the necessity for many volun- 
tary organizations. For among the powers which were not granted to 
the federal government and which therefore remain in the states, was 
that of education and, therefore, of the training of physicians. Perpetu- 
ating this idea into a solidified tradition, we now have state universities 
and many state schools, but no federal university. 

With each state guaranteed the constitutional right to govern medical 
matters, particularly medical ‘education and licensure, each state has 
through legislation passed by its law makers and signed by its governor, 
established an elaborate system of requirements for its physicians, a sys- 
tem of licensure for the protection of the public. Naturally each legis- 
lature did it differently from every other. It was a long story, but there 
was a long time in which to make all these different laws and there were 
and are a lot of different legislatures—fifty-two of them now if we 
include the District of Columbia, Puerto Rico, Alaska and Hawaii. Small 
wonder that we have fifty-two ways of doing things. 

All of this could have but one result—it made a great big place—an 
absolute necessity—for a central clearing house of information. 

The American Medical Association, a federacy of all medical interests, 
was in position to serve as that clearing house in addition to promoting 
education and its other functions. One thing the nation and the profes- 
sion had to have was a central, authentic record of every person qualified 
to practice medicine. The Association’s answer was the American Medical 
Directory, the first issue of which was published in 1906. That edition 
was based on some resources collected by a private directory which the 
Association bought out. 
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The stories about getting together the names of the doctors practicing 
medicine in America are material for a more leisurely article. A few 
states had departments of licensure with records. In other states there 
were lists of varying degrees of incompleteness maintained by the then 
existing state departments of health. In still other states the lists had to 
be assembled from the records of county clerks, some of which had been 


carried home by the clerk at the expiration of his term of office. 


It can be truthfully said, therefore, that the American Medical Direc- 
tory involved a research of archives all the way from state capitols to 
stable lofts. 

The Directory, of course, has a list of hospitals. The list of hospitals 
made the Directory sell better. Physicians could look up and recommend 
suitable hospitals for their patients who moved to other localities. A 
physician also wanted to know the hospital facilities of a community to 
which he contemplated moving. To be included in such a list would be 
a distinct help to the hospital itself. Naturally, the Directory being the 
exponent of the medical profession itself would limit the list to those 
hospitals that were reputable and worthy of the Association’s support and 
patronage. It would, of course, leave out the names of any institutions 


that were flagrantly unethical or unsafe. 


In the first edition in 1906, the list of hospitals was incomplete. How- 
ever, the list that was published in the second edition in 1909 was a fairly 
complete list, and we may, for practical purposes, consider the 1909 list 
as representing the first complete census of hospitals. From that time 
until 1920 there was a new and revised edition of the Directory every 
two or three years, the list of hospitals being revised by a more or less 
complete census. The list of hospitals, giving considerable data about 
each institution, has been published in each of the thirteen editions of the 
Directory. In 1920, because of the increased interest in hospitals, the 
Association began making its Census of Hospitals annually. In fact, the 
accumulation of hospital data has been continuous throughout the year, 


though made unanimous by annual census. 


Because of demands for certain basic data covering the entire hospital 
field, from a profession and a public now becoming thoroughly aroused 
to the importance of hospitals, it was decided to give the hospital list and 
statistics more frequent and wider circulation than that which the Direc- 
tory afforded. Thus began the annual Hospital Number of THE JourNAL. 
The list of hospitals recognized in the Directory and in the Hospital 
Number is known as the Hospital Register. 
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At the same time the Association was forced to make larger provision 
for work specifically in the interests of, and concerning, hospitals. In the 
New Orleans Convention of 1920 the House of Delegates looking for the 
best solution placed the hospital work of the Association in the hands of 
the Council on Medical Education adding “and Hospitals” to the Coun- 
cil’s name. 


Here are some of the reasons why this Council was given the hospital 
work: 


(1) Since its founding in 1904, the Council had done a good 
piece of work in organizing and elevating medical education. 

(2) The Council has already made surveys of hospitals for 
internship in 1913, 1915 and 1918. Its “Ideal Standard” for 
medical education published in 1904 and approved by the House 
of Delegates in 1905 called for a fifth or intern year in a hospital. 

(3) The Council already had an exceptionally qualified full 
time secretary and an associate in charge of hospital lists and infor- 
mation and efficient office personnel. 


(4) There was a strong hospital committee in most states which 
had for years assisted the Council in evaluating internships and 
helped the hospitals to develop them. 

(5) The budget of the Council, with some increase, was 
sufficient. 

The Council on Medical Education and Hospitals is responsible to the 
House of Delegates to which it makes its report direct at each annual 
conference. With the House of Delegates officially representing all county 
and state and other medical organizations and all specialties authorizing 
the Council and holding it directly responsible, the Council is never in 
doubt as to what the medical profession wants done with regard to 
hospitals. Neither does the House of Delegates have to be urged to give 
the Council something to do. 


When the Council did not have a staff of inspectors it made good use 
of the hospital committees of the various constituent state medical asso- 
ciations. In this way much firsthand information was accumulated which 
helped the Council to develop reliable lists. 


The list of Hospitals Approved for Internships was published first in 
1914 and the list of Hospitals Approved for Residencies in Specialties 
in 1927. 


By 1928 the Council was able, through the authorization of the House 
of Delegates and appropriations by the Board of Trustees, to undertake 
the inspection of hospitals by trained examiners. The staff now is com- 
posed of three full time inspectors each with excellent medical training 
and with more than five years’ experience with the Council. These are, 
of course, in addition to the executive secretary and his associate. 
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Inspection had to proceed with the larger hospitals because they were 
the ones that must play the greater part in the training of interns. 
Nevertheless, it has been possible to pay increasing attention each year 
to smaller hospitals, over 500 of which have been visited. In all, some 
§,000 inspections have been made by the Council’s regular staff. 


In 1931 and 1932 a visit was made to each of the 631 mental hospitals. 
In 1933 and 1934 a survey of tuberculosis hospitals was carried out 
with the cooperation of the National Tuberculosis Association and the 
American Sanatorium Association covering inspection of all of the 471 
tuberculosis hospitals, 29 preventoria, and most of the 740 tuberculosis 
departments of general hospitals. 


The satisfaction which was realized by the medical profession and 
the public in the hospital work of the Council caused the House of 
Delegates to give the Council other jobs and work to do. Thus the 
Council was commissioned to prepare a list of qualified pathologists 
which it began in 1924 and which list is still being maintained until at 
present it contains 850 names. 


In the same way a list of radiologists was prepared in 1928 and main- 
tained until the formation of a special Board of Radiology acceptable to 
the Council to certify radiologists on examination. 


Other groups related intimately to hospital work petitioned the House 
of Delegates, which assigned the standardization of their schools to the 
Council. This has resulted in the standardization of schools for occu- 
pational therapists with the cooperation of the American Occupational 
Therapy Association. The Essentials of an Acceptable School of Occupa- 
tional Therapy have already been adopted by the House of Delegates and 
a list of acceptable schools will, without doubt, be published very soon. 


Splendid progress also has been made toward the standardization of 
schools for physical therapists and schools for laboratory technicians. 


Another duty assigned to the Council with greatest possibilities to the 
medical profession, hospitals and to the public, is that of passing upon 
the various examining boards for the certification of specialists. 


Of vital importance to hospitals, also, is the present very thorough 
inspection of medical colleges and the re-evaluation of medical education. 
Inspections are carried out by a special examiner attached to the Council 
and with the cooperation of the Association of American Medical Col- 
leges and Federation of Examining Boards. 


(Continued on page 174) 
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Two Decades of Hospital Standardization 
By MALCOLM T. MacEACHERN, M.D. 


Associate Director, American College of Surgeons, and 


Director of Hospital Activities, Chicago 


UMAN ENDEAVOR, working through the avenues of medical science, 
finds its best outlet in the care of the sick and injured in hos- 
pitals. Indeed, rather inhuman must be he who is disinterested or 

indifferent to health and disease or who is not prompted to help those 
in pain and suffering or those who are partially or wholly deprived of 
their physical privileges. Through human endeavor, with a background 
of centuries of history in the care of the sick, the Twentieth Century 
hospital has developed and today is recognized as a standardized institu- 
tion, one in which every man, woman, and child, regardless of race, 
color, creed, or social status, are assured the best that medical science can 
offer the sick and injured. 


Hospital Standardization Conceived 


The conception of Hospital Standardization may have been incidental 
or accidental in the mind of its founder. Be that as it may, its inception 
and development have been realized to an unpredicted extent. The move- 
ment came suddenly, spread rapidly over this continent and beyond 
its confines, but remains with us and, because of its worth and needful 
purpose, will, in all probability, continue to play an important role in 
hospital betterment for many years to come. The history of the inception 
of Hospital Standardization and its subsequent development is entranc- 
ing, but only a brief review can be given in this discussion. 


The movement of Hospital Standardization is sponsored solely by its 
parent organization, the American College of Surgeons. The predomi- 
nating purpose of the College in its inception was to raise the standard 
of surgical practice in the United States and Canada. Consequently, in 
1913, when the College was founded, rather ambitious requirements for 
Fellowship were laid down. One of these requisites deals with the sub- 
mission of case reports on 100 operations performed by the candidate. 
These records, to be acceptable, must not only demonstrate the candidate’s 
technical ability as a surgeon, but, more important, his scientific knowl- 
edge and surgical judgment. Naturally, these records in all instances 
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must provide sufficient data to justify the diagnosis and warrant the 
treatment, as well as demonstrate at least reasonably good end results. 
To the surprise of the founders of the College few candidates for 
Fellowship could submit acceptable medical records because the institu- 
tions in which they worked were lacking generally in medical records, 
clinical laboratories, X-ray facilities, and other essential adjunct diagnostic 
facilities for the elucidation and confirmation of physical findings and 
diagnoses. Further, the medical staffs of hospitals were not organized, 
and there was little or no supervision over the professional work. In 
brief, hospitals generally were woefully deficient scientifically. 


Early in the history of the American College of Surgeons it was 
decided that something was radically wrong in hospitals from the pro- 
fessional or scientific aspect. To intelligently ascertain what this was 
and what was needed to remedy it, a careful preliminary study of the 
larger hospitals of the United States and Canada was made during the 
years of 1916 and 1917. This survey revealed an almost universal lack 
of medical records, clinical laboratories, X-ray facilities—three of the 
primary fundamental essentials in every hospital. Further, hospitals 
generally had little or no scientific organization because of the lack of 
available information in this respect. 


It is interesting to note that no report of the preliminary survey was 
published because of the unsatisfactory conditions revealed. It is a 
matter of history that the report was prepared to be distributed in 
bulletin form, but in the opinion of the authorities of the College it 
was considered advisable to have the entire issue destroyed rather than 
broadcast information which might be detrimental to hospitals generally. 
It was believed that before any list of hospitals was published every 
institution should be given an opportunity and assistance to meet the 
essential requirements, as might be set forth in a carefully and judiciously 
compiled Minimum Standard, and to this end special thought was directed. 


A Minimum Standard for Hospitals Is Formulated 


Arising out of the findings of the preliminary survey, the present 
Minimum Standard was formulated and has continued to be the basis 
of the Hospital Standardization movement ever since, with but slight 
amendments to its wording. This standard, as is well known, is simple 
in structure but all embracing in its application and interpretation. Like 
all well thought out standards, it adheres to flexible or adaptable prin- 
ciples, which can be amplified. While the original Minimum Standard 
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for hospitals, as promulgated by the American College of Surgeons, 
covers only one page, the interpretation and application of these prin- 
ciples in the working Manual comprise fifty pages, and still permit of 
further amplification. This standard reads as follows: 


The Minimum Standard 


1. That physicians and surgeons privileged to practice in the hospital 
be organized as a definite group or staff. Such organization has nothing 
to do with the question as to whether the hospital is “open” or “closed”, 
nor need it affect the various existing types of staff organization. The 
word STAFF is here defined as the group of doctors who practice in 
the hospital inclusive of all groups such as the “regular staff”, the 


€ e 


‘visiting staff”, and the “‘associate staff’’. 

2. That membership upon the staff be restricted to physicians and 
surgeons who are (a) full graduates of medicine of an acceptable medical 
school with the degree of Doctor of Medicine, in good standing and 
legally licensed to practice in their respective states or provinces; (b) 
competent in their respective fields, and (c) worthy in character and 
in matters of professional ethics; that in this latter connection the prac- 
tice of the division of fees, under any guise whatsoever, be prohibited. 


3. That the staff initiate and, with the approval of the governing 
board of the hospital, adopt rules, regulations, and policies governing 
the professional work of the hospital; that these rules, regulations, and 
policies specifically provide: 


(a) That staff meetings be held at least once each month. (In large 
hospitals the departments may choose to meet separately. ) 


(b) That the staff review and analyze at regular intervals their clinical 
experience in the various departments of the hospital, such as medicine, 
surgery, obstetrics, and the other specialties; the clinical records of 
patients, free and pay, to be the basis for such review and analysis. 


4. That accurate and complete records be written for all patients and 
filed in an accessible manner in the hospital—a complete case record 
being one which includes identification data; complaint; personal and 
family history; history of present illness; physical examination; special 
examinations, such as consultations, clinical laboratory, X-ray and other 
examinations; provisional or working diagnosis; medical or surgical treat- 
ment; gross and microscopical pathological findings; progress notes; final 
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diagnosis; condition on discharge; follow-up, and, in case of death, 


autopsy findings. 


§. That diagnostic and therapeutic facilities under competent medical 
supervision be available for the study, diagnosis, and treatment of 
patients, these to include, at least (a) a clinical laboratory providing 
chemical, bacteriological, serological, and pathological services; (b) an 
X-ray department providing radiographic and fluoroscopic services. 


Hospital Standardization Develops Rapidly 


From 1918 to 1934, approximately 34,000 surveys of hospitals have 
been made. There is no better indication of progress than the increase 
in the number of approved institutions, as evidenced in the following 
summary of all surveys: 


TABLE V 
Seventeen surveys of all hospitals 
Hospitals Hospitals 
surveyed approved _ Percentage 
ie a aroter eck wall oleudtsc ee ar netavaseeinne 692 89 12:9 
REN e Ss oialelalu oie ae othe sretararalacteors 692 198 28.6 
he act suaterers saci eck ie evetaiarew.a 692 407 58.8 
Pee si ey 'oxid 0 rer’ bonds e100 areal sv ohare sles 761 573 yb 
RO ea aie Cis a prare Rik A ale alate Sate ed 1,624 1,012 62.1 
1. a RE REL RE TEN Cre Taree 1,786 1,181 66.1 
DRDO i a5) oibia a pie co a alenwle wearers 2,241 1,388 61.9 
| O05 AON rarer EMCI eee mr ear ar 2,274 1,474 65.7 
ROWS iso 9) 51.37 Sarason ana oi'ar aco aere tar che mers 2,404 1,619 67.3 
1 2 ne IR ae rere ee 2,455 1,676 68.2 
Ne eircraic sia erect erelar mele ciaenerry 2,636 1,797 68.1 
RMON ec wc Gi one atariel's ce citer. as eae ieratpior ie 2,855 1,969 68.6 
PRON oxo tssolece. serena aie ole) 5 wisterew asim ea 3,164 2,063 65.1 
PR aro ee cidse:chevsnacelshoxed aeasc aca eies 3,559 2,158 65.0 
Oo iiuies a viel cieoiulcioe Male nae 3,464 2,294 66.2 
PSN Mae «bos n/ acer ranted: grivararsiéielae arate’ 3,554 2,384 67.0 
PG Abe. oc ccataialiaerdvasenxetarctalere deren 3,538 2,480 70.0 


The number of hospitals surveyed has increased more than five times, 
and the percentage of approved institutions has increased from 12.9 per 
cent in 1918 to 70.0 in 1934. It is interesting to note that progress in 
meeting the requirements for approval has been steady and continuous; 
and it is believed that the time is not far distant when no hospital which 
does not meet the minimum requirements for approval will attempt to 
care for the sick and injured. 


Individuality of Hospitals Is Preserved 


Perhaps the phrase “Hospital Standardization” as applied to hospitals 
is sometimes misunderstood and gives a wrong impression. In its restricted 
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sense one might think of it as advocating that all hospitals be more or 
less similar in planning, construction, equipment, organization, and other 
aspects, but this was never the intention nor is it desired by any means. 
Rather, each hospital must maintain its individuality, which is most 
essential not only for its development, but also in rendering proper care 
to those it serves. At no time was it intended or desired that the indi- 
viduality of any institution be submerged, but rather enhanced by 
applying flexible, adjustable, guiding principles in its plan of organiza- 
tion in caring for the sick and injured. The officers and field workers of 
the American College of Surgeons in promulgating Hospital Standardi- 
zation among the hospitals of this continent have always advocated the 
principle of maintaining the individuality of each member of their 
medical staffs and personnel, but at the same time have urged the prin- 
ciple of group thought, group action, and group analysis of results. 
This, however, should be a stimulus to individual effort, rather than a 
hindrance. A survey of the hospitals of United States and Canada will 
impress one keenly with the individuality of each institution after two 
decades of Hospital Standardization. To the continuous observer of 
hospitals, this condition is conspicuously apparent beyond any doubt 


whatsoever. 


National Organizations Cooperate 


The American College of Surgeons, the American Medical Association, 
the Canadian Medical Association, the American Hospital Association, 
the Catholic Hospital Association, and other national institutions are 
interested in the welfare and development of our hospitals for the sick 
and injured. While all of these may have different objectives, and take 
devious ways in accomplishing these, they are bound together by one 
primary purpose, the care of the sick and injured. In this great task 
these organizations cooperate to the fullest extent and to each of them 
must be given credit for its share in making the Twentieth Century 
hospital what it is today. These organizations work together cooperatively 
and harmoniously without overlapping, competition, or antagonism, and 
with a fine spirit characterized by the earnest desire to do all they can 
for the best possible care of the patient. 


Physical Plants Improved 


The most visionary person could scarcely comprehend the vast devel- 
opment in hospital planning during the past twenty years, notably in the 
period between 1920 and 1930, when new hospital construction was at 
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its height and close to one million dollars was being spent daily for this 
purpose. In this development major attention has been given to plan- 
ning the institution so as to increase efficiency of service to the patient. 
Not only has the physical comfort of the patient been considered, but 
rendering prompt and efficient service has been kept foremost in the 
minds of those planning newer institutions. There has been a tendency 
to bring the services as close as possible to the bedside of the patient; 
not alone for the better care to the patient, but for more economical 
administration. Keeping the economic and efficiency phases of the hos- 
pital in mind, rapid advances have also been made in equipment, and 
today the modern hospital has every possible instrument and piece of 
equipment essential for the scientific care of the patient. Indeed, almost 
phenomenal has been the improvement in the physical aspects of hospita!s 
in the United States and Canada during this period, and this has been 
fundamental in improving the service rendered. During the past five or 
six years, however, there has been practically complete cessation in the 
building of new hospitals, with increasing attention being paid to the 
rehabilitation of existing institutions so as to make them more permanent 
as well as serviceable. In this rehabilitation period, service to the patient 
at the lowest cost has generally been the predominating thought. 


Organization and Management of Hospitals Becomes More Efficient 


Hospitals have become exceedingly complex in their organization and 
functioning during the past two decades, and for this reason it was 
imperative that a more elaborate and efficiently working organization be 
introduced. Governing bodies, administrators, and medical staffs have 
given joint thought to the perfecting of organization in the individual 
institution as a whole, as well as in the various departments, in order 
that duties, relations and responsibilities be well defined. Thus, in this 
period have we found almost complete revision of constitutions, by-laws, 
rules, regulations, and policies, and the development of charts of organiza- 
tion, and an increasingly better understanding of relations, functions, 
and responsibilities. In fact, the hospital as an institution has emerged 
from this period as a well organized, smoothly functioning concern under 
the leadership of a competent superintendent or director and heads of 
departments who serve governing bodies and medical staffs, as dictated 
by the adopted constitution, by-laws, rules, regulations, and policies of 
each institution. However, even in this stage of development, it is felt 
that there is need for better trained administrators and department heads, 
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and in the last decade more attention has been given to improving this 
important phase of hospital work. 


Medical Staffs of Hospitals Adopt New Policies 


The early surveys of the hospitals of the United States and Canada 
revealed little or no medical staff organization. In fact, at the commence- 
ment of the Hospital Standardization survey more than 80 per cent of 
hospitals had no medical organization, or if they had, it was inadequate 
or ineffective. Today the picture is reversed and 90 per cent have some 
kind of medical staff organization, including staff divisions and clinical 
departments, as far as specialization in the community permits. Possibly 
the greatest weakness still existing in hospitals is inadequate medical staff 
organization. Adequate medical staff organization as it now exists is 
characterized by staff groups and clinical departments with chief of staff 
and heads of departments, all organized and correlated so as to provide 
reasonable control over the clinical work of the hospital. 


Hospital Privileges Carefully Extended 


Increased attention is being directed today to keeping irregular practi- 
tioners of medicine and graduates of unrecognized schools out of hospitals. 
This is an increasingly difficult problem, because of the unfortunate 
licensing laws of various states and provinces, which have made it legally 
possible for the untrained and unqualified to practice medicine on the 
unsuspecting public. The American College of Surgeons definitely states 
its attitude in this matter in Clause II of the Minimum Standard, which 
reads in part as follows: “That membership upon the staff be restricted 
to physicians and surgeons who are (a) full graduates of medicine of an 
acceptable medical school with the degree of Doctor of Medicine, in good 
standing and legally licensed to practice in their respective states or 
provinces; (b) competent in their respective fields and (c) worthy in 


” 


character and in matters of professional ethics; The American 
Hospital Association and the American Medical Association have taken a 


similar stand. This requirement must receive strict adherence. 


Fee-Splitting Is Prohibited 


One of the earliest and most difficult problems the American College 
of Surgeons had to meet in its Hospital Standardization program was 
that of fee-splitting. Since the inception of the Hospital Standardization 
movement in 1918, the College has whole-heartedly and vigorously 
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fought the abominable practice of fee-splitting or the buying and selling 
of patients on a commission basis without other than monetary regard in 
referring patients from one physician to another. This cruel traffic in 
human lives was widespread when Hospital Standardization was launched 
20 years ago, but through exposure of this practice in every possible 
manner, it has either disappeared from communities or if still remaining 
has been driven to cover. At any rate, the blatant, vicious types have 
been routed, but it is admitted that fee-splitting still exists. Approved 
hospitals, however, cannot conscientiously live up to the requirements if 
they knowingly harbor fee-splitters or even those about whom a suspicion 
of fee-splitting exists. Efforts to curb this practice whenever found 
must be continued. 


Medical Staff Conferences Are Held 


The early years of the Hospital Standardization movement found in- 
dividual effort in hospitals almost exclusively; only rarely did the 
medical staff meet in conference to discuss the clinical work. Two 
decades ago there were not more than 500 staff conferences held annually 
for actual review and analysis of the clinical work, whereas last year 
approximately 40,000 such conferences were held in approved hospitals 
with total attendances of 800,000 or more. While it is admitted that 
some of these meetings may not always be what they should, neverthe- 
less it is helpful and stimulating to have the physicians meet at the 
hospital, and in the course of time the purpose of the staff conference is 
carried out. 


Medical Records Are Written 


The past two decades have witnessed unprecedented progress in medical 
records, which is probably the most difficult objective of the Minimum 
Standard. In 1918 less than 100 hospitals in the United States and 
Canada had any medical records. With the establishment of the Hospital 
Standardization movement by the American College of Surgeons, the 
approval of hospitals for intern and resident training by the Council on 
Medical Education and Hospitals of the American Medical Association, 
and the work of the American Hospital Association in improving and 
standardizing forms, substantial progress has been made, so that today 
there will be found well organized medical record departments in the 
majority of hospitals of 100 beds and over, with a competent, registered 
medical records librarian in charge. However, while there has been 
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commendable advancement in medical records, much still remains to be 
done in providing more scientific records. 


Diagnostic and Therapeutic Departments Rapidly Develop 


With the science of medicine advancing so rapidly and the great difh- 
culty of the individual practitioner to keep his office equipped with the 
newer apparatus and devices for diagnosis and treatment of disease, 
hospitals have been obliged to improve their diagnostic and therapeutic 
facilities. Twenty years ago only a limited number of hospitals in the 
United States had anything like a complete laboratory or X-ray depart- 
ment, and competent pathologists, radiologists, and technicians were 
exceedingly scarce. We cannot but appreciate the advances made when 
today we see laboratories and X-ray departments. occupying not only 
several rooms but entire floors of institutions, under direction of the 
highest authorities in their respective branches, with corps of technicians 
who, in recent years, are registered under the American Society of 
Clinical Pathologists, the Radiological Society of North America, and the 
American Registry of Radiological Technicians. 


Rapidly following the advent and development of clinical laboratories 
and X-ray departments on a standardized basis, came the metabolic, 
physical therapy, and electrocardiography departments, deep X-ray 
therapy, radium therapy, and other services which aid in better elucidating 
and confirming the diagnosis and treatment of the patient, thus making 
the practice of medicine more accurate and complete, until today there is 
scarcely a real hospital that cannot provide all the examinations and 
treatment afforded by mechanical means, as a supplement to the 
physician’s knowledge. 


Hospital Service Becomes More Scientific 


The gradual development of the scientific aspect of the hospital has 
brought the patient into a new realm in which the end results of treat- 
ment have been immeasurably improved because of the increased accuracy 
in diagnosis and treatment. It is to be admitted that during this period 
the hospital emerged from an institution offering mostly bed, board, 
nursing, and operating room care with the exception of the larger in- 
stitutions, some of which were even then highly developed. With the 
improvement in medical education more competent physicians were avail- 
able and specialization was rapidly developed, so that in a short time 
practically all the fundamental specialties were covered as, medicine, 
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surgery, obstetrics and gynecology, and eye, ear, nose and throat; followed 
shortly by such other specialties as orthopedics, urology, pediatrics, 
psychiatry, and communicable diseases; and in later years were further 
amplified into the sub-specialties such as cardiology, tuberculosis, thoracic 
surgery, etc. This development has been systematic and continuous until 
today almost every hospital has its corps of competent specialists, depend- 
ing on the extent to which specialization is possible in the community. 
Thus the scientific balance of the institution has been maintained. 


Hospital Standardization Offers Definite Advantages 


Briefly, the benefits of Hospital Standardization may be summarized 
as follows: 


Firstly. The patient is assured more efficient care through better 
medical staff organization, competent personnel, and adequate diagnostic 
and therapeutic facilities. Further, the writing of medical records, the 
examination and study of pathological specimens, the regular review and 
analysis of the clinical work, and many other procedures of detail and 
precision assure more accurate diagnosis and rational treatment for the 
patient. All this means speeding up treatment through shortening the 
days’ stay in the hospital, reducing complications, and what is more 
important, lowering the morbidity and mortality rates. 


Secondly. ‘The approved hospital provides the physician with a better 
environment in which to work. Not only has he the necessary facilities 
at his disposal, but also a well trained staff to assist him. Through re- 
cording the history of his patient, proper use of the diagnostic and thera- 
peutic facilities, the staff conference, the clinico-pathologic conference, 
and other features made available in the approved hospital, the physician 
is not only able to give better care to his patient, but because of organized 
and systematized efforts he is constantly improving his armamentarium 
of scientific knowledge. And, finally, his own professional status is 
improved by being a member of the medical staff of an approved hospital. 


Thirdly. The hospital finds it an advantage administratively, socially, 
and economically to be a standardized institution. It means a more com- 
plete and efficiently functioning organization as a whole. The Minimum 
Standard provides the hospital with fundamental principles pertaining to 
the most satisfactory plan for assuring good professional care to patients. 
The carrying out of the principles of the Minimum Standard gives better 
assurance that the administration is functioning in a manner to best fulfill 
its purpose. 
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Fourthly. The approved hospital because of its organization, equip- 
ment, and personnel affords the intern and the nurse better supervised 
experience. Further, it is essential that such experience be obtained in 
approved hospitals in order to facilitate registration in most states. To 
this end, it is now customary for young graduates of medicine and nurses 
to seek information as to which hospitals are approved. 


Fifthly. In most instances, the community is directly or indirectly 
interested in its hospitals. Indeed, every community should have a cer- 
tain amount of pride in its institutions caring for the sick. The fact that 
they are living up to universally acknowledged and accepted standards of 
professional organization and service affords the community greater con- 
fidence and pride in such institutions. Indeed, many people requiring 
hospitalization today seek the approved hospital knowing that such an 
institution is organized so as to give more adequate care and efficient 
service to the sick and injured. 


Better Business Methods Are Introduced 


It is true that the business side of the hospital was always fairly well 
organized and conducted because the governing body believed that its 
sole responsibility then was for the financial aspect, consequently good 
bookkeeping and business methods were generally found. However, 
with the growing complexity of hospitals there have been developed 
new systems of purchasing, accounting, and other business activities 
concerned with the hospital. Development of the budget system 
application of cost-accounting, and introduction of better methods 
of collection afford an intelligent interpretation of their financial and 
business condition for hospitals today, as well as better methods of 
financing the cost of medical service. This knowledge has been enhanced 
by the depression, which brought hospitals to a realization of better 
business methods and increased the recognition of the budget and cost- 
accounting systems. In addition, during recent years, new methods of 
financing hospitals, such as the periodic payment for hospital care, and 
other forms of insurance are being developed. 


The Human Side of the Hospital Is Emphasized 


The modern hospital, now known as the standardized hospital, had a 
rapid development in its scientific aspects. New scientific departments 
have developed rapidly. Medicine has taken on a much better scientific 
character resulting in more accurate diagnoses and precise methods of 
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treatment, with more satisfactory general results. Not only has the length 
of stay of the patient in the hospital been cut in two during this period, 
but death rates have fallen correspondingly. It is true that twenty years 
ago the average days’ stay of a patient in a hospital was commonly found 
to be twenty-two to twenty-four, whereas today it is twelve or less. 
Likewise, the death rate two decades ago of 7 to 10 per cent has dropped 
to 3 to 4 per cent. This saving in human life has been due in most part 
to the scientific advances of the institution, but the humanitarian aspect 


must not be underrated. 


In these years of strenuous activity the care of the patient from the 
human viewpoint has not been overlooked. Despite economic conditions 
and the serious financial problems which have confronted many institu- 
tions in the last five or six years, the human side and the standard of care 
have not diminished but rather, in most instances, have increased, until 
today we have in almost every community a fine institution shedding its 
light of scientific medicine not only within its walls but throughout the 
community, and at the same time offering to the patient a complete 
service characterized by a genuine humanitarian spirit. 


Finally, each institution wishing to progress and to be a credit to its 
community must not only retrospect but introspect to determine how 
far it is meeting the present day standards of the Twentieth Century 
hospital—standards which are promoted for the benefit of the patient, 
for the education of physicians and surgeons and others, and for the 
general development of the entire field of hospital service. Each institu- 
tion in its self study must determine to which class it belongs—whether 
it may be described as commercial, stagnant, minimum, mediocre, pro- 
gressive, or eminent, and no institution should aim for any status less 
than that of progressive and eminent. This is the challenge to the 
Twentieth Century hospital. 


o, 
aie —o—_____—_— 


Kentucky Hospital Association 


At a recent meeting of the Kentucky Hospital Association, Miss 
Adeline M. Hughes, R.N., superintendent of the Jewish Hospital, Louis- 
ville, Ky., was elected President for the coming year. 


Miss Agnes O’Roke, superintendent of the Kosair Crippled Children 
Hospital, Louisville, is Chairman of the Program Committee for the 1936 
meeting, which will be held in Louisville either late in April or early May 
(date to be announced later). 
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The Hospital Survey 


By WILLIAM HENRY WALSH, M.D., F.A.C.P. 
Chicago, Illinois 


tions that no attempt has ever been made to standardize hospital 

surveys, nor has there ever been a comprehensive exposition of the 
principles involved by those who, by experience and training, are com- 
petent to intelligently deal with the subject. Just what a hospital survey 
is and what its scope should be are not only extremely hazy in the minds 
of many, but unfortunately, while some surveys have been thorough, 
complete, and eminently satisfactory, others have been hastily conducted, 
superficial in scope, and quite valueless to the sponsors. 


I WOULD APPEAR from an examination of the Association’s Transac- 


In view of this situation, it would seem desirable to set forth a few 
of the principles involved for the benefit of those hospital executives and 
trustees who may not be familiar with the methods and objectives of 
the procedure, as well as those others whose unfavorable experience may 


have provoked a critical attitude. 


There are, of course, various types of surveys designed to meet specific 
demands, as for instance, the investigation of community hospital facili- 
ties preceding a building or expansion program, but for the present we 
will consider only the individual hospital survey, leaving the community 


survey for another occasion. 


The standards governing the administration and professional perform: 
ance advocated by the various national organizations concerned with the 
institutional care and treatment of the sick have become so complicated 
that hospital trustees and even executives find difficulty in correctly 
interpreting requirements, and confusion inevitably results. The laudable 
efforts of administrators to inaugurate and enforce these standards fre- 
quently create opposition from members of the staff and others who are 
not familiar with the objectives in view and who sometimes honestly 
believe that the methods and procedures advocated are merely passing 


fads. 


To meet this situation it is of inestimable value to the executive and 
helpful to the institution to adopt some means whereby a complete 
analysis of the service of the hospital can be made from time to time 
which should faithfully set forth constructive criticism of the methods 
in vogue and practical recommendations for modification or improvement. 
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The hospital survey when properly conducted by a qualified investigator 
is the best known means to accomplish that end. 


A hospital survey is designed to offer a complete, detailed and un- 
prejudiced appraisal of the conduct and condition of the entire plant. 
It can be most effective when every department of the hospital and all of 
its activities are subjected to a careful inspection by one who is familiar 
with the high standards maintained by our best hospitals and who, by 
reason of scientific training and administrative experience can render an 
intelligent interpretation of the facts ascertained, with such judicious 
deductions as can be made therefrom. 


To determine the exact condition of the affairs of an industry or 
business enterprise certain procedures are commonly recognized as neces- 
sary at periodic intervals, such, for instance, as the auditing of accounts, 
taking of stock, the appraisal of assets and liabilities, and the estimation 
of the cost and quality of production. Assuming a hospital to be a 
humanitarian enterprise partly supported by trust funds and conducted 
upon business principles, it naturally follows that the same safeguards 
and precautions employed by a commercial undertaking to ascertain the 
efficiency of operation and economic status, should be as imperatively 


applicable. 


The products of the hospital are generally conceded to be the cured 
patient, the proficient doctor, the well-trained nurse, and educational 
propaganda for the prevention of disease in the community. The evalua- 
tion of the output of the hospital differs from that of many of the 
industries insofar as quality production is more to be desired than 
quantity. If this statement is true, it would therefore seem wise and 
expedient, in appraising the output of a hospital and the efficiency of its 
management, to examine carefully the quality of the service as well as the 


amount and cost. 


It is obvious that no superficial examination of the operation of an 
institution can reveal the efficiency or adequacy of the service rendered, 
for, in addition to the vertification of the existence of the equipment and 
personnel specified as essential by the various agencies that have been 
instrumental in raising the standards of hospitals, it becomes necessary 
to study and analyze the method of wfilizing these facilities, a checking 
up of technique, a study of the records and the methods of keeping them 
—in short, a critical and personal observation of the human element and 
the plant in actual operation over a reasonable period of time. 


An effective survey of clinical performance contemplates the keen 
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analysis by a trained professional observer of such significant details as 
unaccountable deaths; infections; unsuccessful operations; maternal and 
infant morbidity and mortality; high rate of hospital days per patient; 
mistaken diagnoses; post-operative pulmonary complications; incoordina- 
tion of services; irregular staff attendance; and many other leads whose 
investigation may offer clues to the quality of scientific service rendered 
and the extent to which the hospital staff is meeting its professional 
obligations. 


The scientific aspects of a hospital may be adversely affected and 
progress impeded by maladministration as evidenced by an unreasonable 
deficit, insufficient charges for compensation cases, inexact knowledge of 
the distribution of expense, absence of community support and interest, 
excessive cost of supplies, inadequate or unsuitable equipment, dangerous 
fire hazards, lack of discipline, low morale—these and many other condi- 
tions when encountered and critically scrutinized by the trained investi- 
gator will furnish clues for the determination of the efficiency of adminis- 
tration and the propriety of the institution’s policy. 


A complete survey should include an examination of the following 
phases of the hospital’s work: 


Control of Institution: 
Incorporation 
Trustees 
Constitution and By-Laws 


Administration: 
Executive Officer 
Executive Staff 
Qualifications 
Functions 
Prerogatives 


Professional Staff Organization: 


Consulting 

Visiting 

Courtesy 

Interns 

Constitution and By-Laws 


Professional Service: 
Procedures and Technique 
Division of Services 
Rules and Regulations 
Consultations 
Attendance 
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Clinical Records: 
Personnel 
Accuracy 
Adequacy 
Nomenclature 
Filing System 
Utilization 

Pathological and Bacteriological 

Departments: 
Personnel 
Records 
Technique 
Equipment 
Consultations 


Radiological Department: 
Personnel 
Equipment 
Records 
Consultations 


Physical Therapy Department: 
Personnel 
Equipment 
Records 
Utilization 


Pharmacy: 
Personnel 
Methods 
Records 


Out-Patient Department and 
Service: 
Personnel 
System 
Equipment 
Records 
Training School and Nursing 
Service: 
Personnel 
Curriculum 
Budget 
Rules and Regulations 
Physical Examinations 
Immunization 


Social Service: 
Personnel 
Scope 
Policy 
Records 
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Housekeeping: 
Personnel 


Methods 
Commissary, Kitchen and 
Dietary Departments: 
Personnel 
Equipment 
System 
Records 
Accounting System and Methods: 
Budget 
Audit 
Insurance 
Banking 
Investments 
Purchase, Storage and Distribution: 
Personnel 
Methods 
Records 


Laundry and Linen: 
Personnel 
Equipment 
Methods 


Buildings, Grounds, Water Supply, 
Sewerage, Roads: 
General Condition 
Adequacy 
Fire Protection 
Future Development 
Power, Light, and Heat. 
Trans portation. 


General Policy and Morale. 


In order to accomplish the most successful survey it should be con- 
ducted, when possible, in intimate and amicable cooperation with the 
administrator of the institution, as the practical experience of the “man 
on the job” is of inestimable value in explaining the many variants in 
his particular problem. What may seem to the visitor, ignorant of local 
conditions, a deplorable state of affairs, may in that special case be the 
best possible way out of peculiar and otherwise insurmountable difficulties. 
However valuable may be the special training and detached viewpoint of 
the inspector, and however phenomenal may be his ability to hit upon 
the exact solution of each problem presented, his report is valueless unless 
the recommendations therein are capable of practical application. 
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A thorough survey of the medium sized hospital, covering all of the 
departments above mentioned, requires at least one full week, and in 
some cases where serious trouble exists, two weeks or more of study may 
be required. A shorter period may suffice when only special parts of 
the hospital are to be investigated, although as a rule it is best to have a 
complete survey since the departments are so closely interrelated that to 
discern faults in one it becomes necessary to carefully examine all those 
related to it. 


Unfortunately, the need for a hospital survey is not likely to be appre- 
ciated until things begin to go wrong or a crisis arises, when realization 
begins to dawn upon those concerned that the counsel of an outside 
adviser might be beneficial. 


It is extremely difficult to conduct a survey at a time of local dis- 
turbance or when an institution is under fire, since at such times a feeling 
of unrest pervades the atmosphere; the staff, personnel and even the 
patients are nervous and upset, and because of these inevitable conditions 
the true picture of the situation becomes blurred and it is almost im- 
possible to accurately visualize the normal condition of the institution. 
Moreover, when a survey is proposed at a time when the hospital is under 
criticism, there is likely to be ground for suspicion that the procedure is 
simply a gesture to gain public approval and that those selected to make 
the inspection are more or less partisan and prejudiced in favor of the 
officials engaging them. 


The effectiveness of an institutional survey is greatest when it is con- 
ducted as a normal, routine procedure at a time when things are running 
smoothly, thereby providing unquestionable evidence that all concerned 
are voluntarily seeking a critical analysis of performance and that they 
have nothing to fear from such an unbiased appraisal. 


In preparation for the survey the hospital administrator should be 
requested to assemble certain data and material for the perusal of the 
investigator, with the understanding that the information thus secured 
may be checked for accuracy during the course of the survey. The 
following is a summarized outline of the preliminary data which, if 
assembled prior to the commencement of the survey, will save time and 
materially aid the investigator: 


SUMMARY OUTLINE OF DATA REQUIRED PRIOR TO SURVEY 
1. Annual reports for the past five years, showing for each year: 


A. Total number of patients admitted. 
B. Number of hospital days. 
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C. Average stay in hospital. 
D. Per caput diem cost. 
E. Total cost of operation, showing distribution. 
F. Total income, with sources. 
G. Total deaths and mortality rate. 
H. Percentage of autopsies. 
I. Percentage of occupancy each year. 
2. Census for........—Midnight—giving the following information: 
(Given date) 
A. Distribution by clinical classification (Medical, Surgical, Ob- 
stetrical, etc.). 
B. Distribution by economic classification (Rate paid by each, cr 
free). 
C. Number of days in hospital on census day. 
3. Capacity of the hospital: 
A. By economic classification. (Private, Semi-Private, Ward.) 
B. By clinical classification. (Medical, Surgical, Obstetrical, Bas- 


sinets, etc.) 


4. QOut-Patient Department: 


AS 
B; 
OF 


Number of patients admitted. 
Origin of patients—city, county, outside. 
Cost of maintenance. 


§. The following documents should be available: 


A. 


B. 
C. 
D 
E. 
F, 
G. 
H 
iE 


nl 


Historical sketch. 
Incorporation and by-laws of corporation. 
By-laws, rules and regulations of the hospital. 


. Copies of standing orders. 


Minutes of the board. 
Minutes of the staff. 
Data on all insurance carried—amounts and rates. 


. Copy of payroll for last three months. 


List of members of board, with addresses. 
List of members of staff, with assignment, and addresses. 


6. A complete list of all employees of the institution, showing salaries, 
wages or fees paid, and a statement of the duty of each, with daily 
period of employment. 


The question naturally arises—who should make hospital surveys, and 


the unequivocal answer is—a seasoned hospital administrator of equable 
temperament, with sound judgment, who is capable of collecting and 


investigating all of the available facts relevant to the inquiry in an open- 


minded, unbiased manner, and the capacity for drawing only such con- 


clusions therefrom as the observations fully justify. 


It must be frankly conceded that there are inherent dangers in a hos- 
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pital survey, the avoidance of which demands the exercise of a fine degree 
of tact and diplomacy on the part of the surveyor. It is therefore unwise 
to entrust such a task to the inexperienced novice or one who, however 
well endowed with the detective faculty, does not possess that measure 
of sound, scientific training and experience essential for the discerning 
discrimination, the rational interpretation, and the prudent application 
of the data collected. 


A report embracing every phase of the survey with conclusions and 
recommendations should be submitted to the hospital trustees as soon as 
possible after the inquiry has been completed and, after the board has 
had an opportunity to thoroughly digest the report, the surveyor must 
be prepared to personally appear before the board and the staff to support 
the observations, criticisms and recommendations offered. 


The report should be written in such a simple, clear and direct style as 
to be readily intelligible to the lay board and to the entire community 
in the event of publication. Matters of minor importance capable of 
correction by the hospital executive may well be pointed out during the 
course of the survey and mention of them omitted from the report. 
When major deviations from normal practice prejudicial to the institution 
and its patients are encountered, there should be no hesitancy in plainly 
stating the facts and their significance—but remember, that once a report 
is submitted, particularly in the case of a public institution, its contents 
may travel far and wide. “Boys flying kites pull in their white winged 
birds; but you can’t do that when you’re flying words.” The truth 
should be told without equivocation but in language that will indicate 
a constructive and helpful spirit, rather than a desire to exhibit the 
profundity of the specialized knowledge of the surveyor. 


Because of the necessity for economy of time and money it will ordi- 
narily be impossible to make any extended comment in the report upon 
those phases of the hospital’s activities which are meritorious and deserve 
commendation; in these instances, however, care must be taken in the 
introduction of the report to mention such omission so as to avoid the 
distorted picture likely to be envisaged by those reading only critical 
comment. 

In concluding this rather brief exposition, it may be said that the 
objective of a survey is the betterment of conditions, the correction of 
deviations from generally accepted standards, and the alignment of the 
institution with those hospitals enjoying the highest rating and the largest 
measure of community support. The subsequent accomplishment of 
these aims is the true criterion of a survey’s effectiveness. 
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The Purchasing of Food Supplies 
By N. A. WiLHELM, M.D. 


Assistant Superintendent, Peter Bent Brigham Hospital, 
Boston, Mass. 


O MANY ARTICLES HAVE APPEARED in current hospital literature on 
this subject that the appearance of another really calls for an 
explanation. The publishing of this was stimulated by the enthu- 

siastic reception of student dietitians to whom it was presented in a 
series of lectures. It differs probably from other articles in that it is 
strictly limited to the practical side of food purchasing for a modern 
teaching hospital. No theories are discussed, nor is there any generaliza- 
tion on the subject. On the contrary, it is merely a more or less detailed 
description of just how food is purchased for this hospital. Only the more 
common foods used for the most part week in and week out are discussed. 


PRINCIPLES OF PURCHASING 


The Principles of Purchasing are the same, regardless of whether one 
is purchasing face powder, a motor car, or food. These principles can be 
summed up in two cardinal points—the development of a scientific atti- 
tude and knowing one’s problem. The development of a scientific attitude 
is synonymous with having a critical attitude toward purchasing. The 
word of the salesperson, the integrity of the firm, are accepted only when 
one is unable to determine the use and value of an article. In all other 
instan¢es, this scientific approach must be exercised. By scientific or 
critical attitude is meant the ability to examine the article and satisfy 
one’s self as to just what can and what cannot be done with it, whether 
the price asked is commensurate with the value received, whether it will 
fit into the particular problem at hand, and not accept the word of 
someone for it. This involves a knowledge of weight, the manner in 
which the article is packaged, the amount of waste, the meeting up to 
accepted standards, etc. 


Knowing the problem necessitates getting all the facts pertaining to it. 
Can your hospital use size 360 in lemons, or must you have size 300; 
can you use turkeys at considerable saving, or do your requirements call 
for roosters? Can you use lamb liver at nearly one-half the price of 
calves’ liver? The answers to these questions and countless like it call for 
a complete knowledge of your problem. Study your requirements care- 
fully. The government issues pamphlets on nearly all foodstuffs that are 
most instructive and helpful. 
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THE MECHANICS OF PURCHASING 


The old days of order-giving and order-taking are gone. One is 
besieged on all sides by sales pressure, some of it high, some of it low, 
but albeit, pressure. As a result of this, the purchasing of products has 
of necessity been forced to shape itself into a form of resistance to this 
pressure. Talk is the proper medium for the salesman; print is the best 
medium for the buyer. The personality of the salesman makes a tremen- 
dous impression, resulting as a rule to his advantage. However, do not 
refuse to see salesmen. As has been said so many times, they can be very 
useful in bringing new ideas and aiding one in settling a particular prob- 
lem. They contact hospitals of all sizes, and the higher type salesmen 
actually do have a genuine interest in bringing the results of their expe- 
rience to your aid when needed. The buyer has a definite responsibility 
to his or her institution as regards one’s relationship to salespeople. Under 
no circumstances should one accept a gift, no matter how small, and 
most certainly there must not be a social contact between buyer and 
salesman. This is especially true with dietitians, who are charged with 
the responsibility of buying the food. It is common gossip in the market 
place that only the best appearing young salesmen with the most pleasing 
personalities are sent out on accounts where there is a lady purchasing 
agent. All too frequently these young feminine buyers accept the atten- 
tions of young salesmen who, as a rule, have no interest in the buyer 
other than the amount of meat or vegetables she will buy for that week, 
despite all appearances to the contrary. If a feminine purchasing agent 
develops a social interest in a salesman, for her own good and certainly 
for the good of the institution, she should cease doing business with that 
firm, or at least with that particular salesman. If his interest is genuine, 
he will understand readily enough. Too much criticism can be, and is, 
leveled by rival salesmen at a dietitian who accepts the social companion- 
ship of salesmen, and this not infrequently has resulted in a most embar- 
rassing situation for the dietitian. Moreover, it is the custom of most 
firms to send gifts—a basket of fruit, a turkey, or even personal articles— 
at Christmas time, but under no condition should any such gifts be 
accepted, regardless of the insistence of the salesperson that his firm sends 
them to all their customers. It is true that many buyers think it proper 
to accept gifts during the holiday season, but this cannot be countenanced 
by one who wishes to be an absolutely “untouchable” buyer. To accept 
gifts is to place one at once under obligation. Besides, there is but one 
reason why a firm sends out gifts, and that is to curry favor—salesmen 
saying what they will to the contrary. One can, and should, be friendly 
with all salespeople, but this certainly does not permit their sending gifts. 
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Advertising has an important role in the purchasing of foods, and by 
no means should all the material be discarded without even so much as 
a glance. All printed matter should be read over and anything of impor- 
tance filed for future reference. Reading gives one an opportunity to stop 
and think—a thing most salesmen are anxious to prevent. 


Probably the most important procedure in the Mechanics of Purchasing 
is the “bid” system. In this hospital, bids are taken on nearly all food- 
stuffs, aud whilst the system is frowned upon by the majority of sales- 
people, it is most desirable from the standpoint of the hospital. Four firms 
are selected, and each market day they are contacted by telephone for 
their bids. By limiting the bidding to four firms, a fair cross-section of 
the prevailing market prices is secured, and the list is small enough to 
maintain a lively interest amongst the jobbers. This is also carried out 
with jobbers for the monthly grocery list, but when buying futures 
in canned goods the list is extended to six firms. One is constantly 
approached with the most logical-sounding arguments by salesmen to 
break down the bid system. The meat salesman, for example, says there 
are certain periods during the week when the price of beef has reached a 
low mark. If he knew absolutely that we would buy our beef from him, 
he could purchase our customary amount at that time, holding it for 
delivery on market day, thereby effecting a saving for us and a profit for 
himself. But as it is, he is unable to take advantage of the low mark 
during the week because he is not sure we will buy our beef from him, 
due to this competitive purchasing, and, therefore, we have to pay, 
according to him, the'long price. Indeed it is not easy to find the flaw 
in such an argument, for if the salesmen actually did the things they 
proposed to do it would be a distinct advantage to the hospital to have 
such a system. But, due to the human equation, this system could not 
and would not work on any such basis. It is only natural to expect that 
a salesman is not going to give his best thought upon something which 
is “sewed up in the bag”, but he is going to concentrate upon that insti- 
tution with which it is proving difficult for him to do business. More- 
over, there is a varying degree of cleverness among the jobbers themselves 
in purchasing. One jobber may be very successful in beef products, and 
not so good in pork; another may be good in pork, but less so in lamb. 
By the competitive system, one is in a position to take advantage of each 
house that shows skill in purchasing some one single item, and, therefore, 
one makes a considerable saving on the total. There are doubtless many 
times each week when a merchant gets swamped with some item, and, 
here again, under the competitive system there is opportunity to buy at a 
worthwhile saving. 
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As an example—a jobber with whom this hospital deals supplies a 
steamship line with meat. This transport line will not buy the lamb 
fores, taking only the racks, and, as a result, they are forced to pay the 
longer price. The jobber has made a neat profit from selling the racks, 
and is willing to take a small profit to get rid of his lamb fores, which 
are more difficult to sell. Naturally, when he bids on lamb, he never fails 
to offer these fores at a near-cost price. The hospital can and does use 
these at a considerable saving. 


That the system of non-competitive buying is filled with danger, both 
as to the quality of food, and losses by overpayment, is seen from the 
experience of one of the most successful restaurants in Boston. The 
manager buys from a very few dealers who have his standing order week 
in and week out. No attention is paid to price; there is no competitive 
bid system, for quality is the thing aimed at and demanded. However, 
the manager told the author of this article that he recently caught his 
poultry dealer supplying him with cold storage turkeys, which had been 
let up and sold as fresh birds. A similar experience was had with scallops. 
On another occasion he found inferior loins had been sent in, when he 
paid for a distinctly superior grade. And yet, here were salesmen caught 
doing this—either careless or out-and-out dishonest—trick when they 
knew they had “sewed up in the bag” one of the most desirable accounts 
in Boston. Need one say more in defense of competitive purchasing? If 
so, the final argument is that there is nothing so stimulating for business 
as good, honest competition. It keeps both the purchasing agent and the 
jobber on their toes. 


It is only fair to say that there are exceptions necessary to this pro- 
cedure. An example is our fancy table eggs, which are bought every week 
from the same dealer, regardless of the fact that his price may be, and 
usually is, higher. When special eggs were bought on a competitive basis, 
complaints were appearing from time to time. By giving this account to 
one jobber, he has given careful attention to it and complaints have 
practically disappeared. However, his interest in maintaining vigilance 
over this one item is undoubtedly held by the fact that he is bidding on 
butter, cheese, and cooking eggs, along with his competitors. 


The final step under the Mechanics of Purchasing is to go to the 
market each week and not purchase over the telephone. Only by seeing 
the merchandise can one tell whether value is commensurate with price. 
In dealing with the jobbers one looks at the lowest priced product first, 
and if satisfied, buys it. If it is not of desirable quality the merchant 
with the second lowest price is visited, and so on. A complete knowledge 
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of how vegetables and fruits are packaged, and the weight of net con- 
tents, is absolutely necessary before making the purchase, for merchants 
may be bidding on the same quality merchandise, but packaged in an 
entirely different manner. Also, where there is a wide variation in price 
it is almost certain that merchants are bidding on completely different 
quality; as an example, bids on tomatoes of three cents against six cents 
would indicate clearly that the former are field tomatoes, while the latter 
are trellised. Upon receipt of the products they must all be checked and 
weighed, and any discrepancy reported at once. 


In the following list of foods there is an attempt made to point out 
some of the important features as regards quality, packaging, and pre- 
cautions. A complete list is neither necessary nor desirable, and so it has 
been limited to the most common foods used in this hospital. 


VEGETABLES 


As paragus—The two principal market divisions are white and green. 
New England prefers green. Examine entire bunch for general appear- 
ance of freshness. Grasp a single stalk from a bundle tied at top and 
bottom, and pluck it like a violin string. If it breaks or shows a tendency 
to break it indicates old stock. It should pull out and bend like rubber. 
Examine bottom for dryness and holes which run parallel to length of 
stalk. If wet or if there are holes, it means the asparagus is not fresh. 
It comes packaged in small bundles of about 2 pounds each, twelve 
bundles to the crate. The number of stalks depends on size and grade. 


RONDE hiss oncsel ava ate Woe fate aratatabershardlenarene ensransuatone arenas 45-50 stalks 
REPORTER AU INGICE. Scene ie) va so-a iacerstnisi Siar ersiarens BkeataIe ealenene 42-45 stalks 
RR EICY- pxer oot clare loncowtensiovs hovaceuns slain Abate erg eteahiiee ero Sa oe a ORCS 
EXGra MP ANGCY 55 ici.syehensraniwle: 8187s avs, Ole lavensliova/eieateleinis 3 4 OOO oI Sea EES 
RUC sacs ois ed sine to Stan transica la dhelelerderia ela aa serene eo 25-30 stalks 
BeREE A ICICLE shais 5:45: Saacai's wise oa tielstomaloce Binled wlecaeRa aes 23-27 stalks 
LOD C0 Ae CER ee TE eet eee APIECE EE remanvernacer Parente 14-18 stalks 


The Select or Extra Fancy are about the right size for hospital use. 


Beans, string.—There are numerous kinds. See how solidly they are 
packed; the bean should have a silky feeling and should snap in two 
with no strings. The surface must be flat so that the bean inside hardly 
shows. This indicates a young and tender bean. The most common 


packaging is in boxes of 25 lbs. weight. 


Brussel Sprouts—One of the numerous varieties of cabbage. Look out 
for bottom layers which may have soft heads, as the head must be solid. 
They are put up in crates of 32 quarts; one pound to the quart. 
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Beets.—Cut in half to be sure it is red all through. If white streaks 
show, so-called “‘whitelivered’’, it is not tender and will not cook. Pack- 


aged in farmer’s standard box. 


Broccoli.—Must be green with no yellowish tint, and must be hard. 
California packaged 18-24 bundles to the crate. 


Cabbage.—Only those that are crisp, head solid and leaves having a 
greenish tint are desirable. If head is too white it may mean frozen cab- 
bage. Split head of one to examine for worms. They come for the 
most part in bags of 100 lbs. each. 


Cauliflower.—A variety of cabbage called “cabbage with a college 
education”. Heads must be white and solid. Be careful of too many 
leaves which give appearance of full crate. Comes 4-9 heads to the box, 
8-12 to the crate. 


Carrots—Come packed, washed or dirty. The dirty are just as good 
and usually much cheaper. Size should not be too large. Snap in two 
and examine for coarseness and decay. 


Celery.—Well bleached; for firmness squeeze whole bunch; if old, will 
impart a sponge-like feeling. Examine the parallel grooves of an in- 
dividual stalk; if far apart, the celery is not tender. Packaged 18 bunches 
to the box. A low bid may mean a packaging-of 12 bunches. 


Corn.—The finest is Bantam, but this is almost too small for institu- 
tional use. The kernels should be medium size, pierce easily with thumb- 
nail, have kernels up to the very tip, and an ear entirely stripped to look 
for worms. Packaged usually 5-6 dozen to the box. 


Cucumbers.—Solid, dark green, with no yellowish tinge, slender and 
firm. As a rule, the firmer the better. Packaged 5-6 dozen to the 
farmer’s standard box. 


Lettuce.—Two most common varieties are New York and California, 
or iceberg. The New York must be solid, not too dark, a pea green 
color being best. Be careful of waste of outside leaves. (Packaged 30-36 
heads.) The iceberg must have solid heads; examine split head for rust, 
not too many wilted leaves on outside. Packaged 2-2'% and 4-5 dozer 
to the crate. The latter is best for hospital use. 


Onions.—There are many kinds. Yellow skin used chiefly. The most 
common test is to pick up corner of bag and shake. If they rattle as 
one would expect with dry, firm onions, they are satisfactory. 
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Peas.—Open pod, examine for uniform size and general appearance; 
eat a few for testing tenderness and sweetness. Packaged in hampers of 
25-30 lbs. Tests at this hospital show that about 11 Ibs. of shelled peas 
come from one hamper. 


Potatoes.—Have entire bag dumped into box. Look for general ap- 
pearance of the lot as to uniformity. Inspect an individual potato for 
firmness, for depth of eyes (too deep means waste) halve it, examine the 
surface. If it shows so much juice that slight pressure causes it to fall 
off in drops, it indicates a soggy potato. There must be a considerable 
amount of water or juice, but not an excess. The color should be a 
yellowish white; if a deep yellow, it is not likely to cook well. Rub the 
cut surfaces together—a white froth caused by the starch content will 
appear around the edges. The more froth, the more starch content and 
consequently the better the potato. A further test of the starch content 
can be made by pressing the cut surfaces together, and then loosening 
hold of one piece. If it still clings to the other, this is a good sign. 
These tests are not infallible, of course, but they are good guides. Come 
packaged 100 lbs. to the bag or 165 to the barrel. 


Spinach_—Has deep green leaves of good contour; examine carefully 
for freedom from sand and as to weight of package, which is 20 pounds 
to the box. 


Tomatoes.—Must have reasonable uniformity in size; freedom from 
deep grooves, and be solid. When cut, the contents must hold together 
as a firm mass. They come packaged in so many ways, the most satis- 
factory procedure is to request bids by the pound. 


FRUITS 


There is such a wide variety of fruits, and hospitals differ so in what 
they will use, that only a few fruits are discussed. Nearly all fruit comes 
packaged as to a graded size, the largest and most uniform bringing the 
highest prices. Hotels must buy not only for the eating quality, but for 
the appearance, and, therefore, will pay a higher price. Hospitals, at 
least with the exception of the private pavilions, are primarily interested 
in the eating quality; that is, if an orange has a mottled surface, is 
irregular in shape, but has a fine eating quality, the hotel could not use 
it, but most hospitals, and certainly charity hospitals, could. When the 
market is low, and the price high, on a standard size fruit, it is profitable 
for the hospital to drop temporarily to a smaller size, which hotels and 
restaurants do not want, and thereby effect a worthwhile saving. 
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Apples.—-Inasmuch as there are over 1500 varieties, it is impossible to 
discuss even a few. However, the precautions are the same for all. 
Check as to general appearance, halve one to examine interior as to 
general consistency and freedom from worms. They are packaged as to 
size and uniformity. Local buys of windfalls will often represent a 
definite saving despite the bruised surfaces. 


Cantaloupes.—The best variety is the noted “Rocky Ford.” The silver, 
grey netting should stand out like thick lace on a light olive green body 
with slate colored strips running the length of the melon. The flesh 
should be thick, the base dark green shading to orange yellow, and firm 
without watery surface. Be especially careful of over-ripe and bruised 
melons. They are packaged most commonly as: Ponies of 45; Standard 
of 45’s or 36’s; Jumbo of 45’s or 36’s, and sometimes in flat crates of 
Standard or Jumbo in lots of 9, 10, 11, 12 or 15, and are then spoken of 
as Jumbo or Standard Flats. 


Honeydews.—These should have a yellowish cast, not white. A not 
uncommon procedure for deceiving buyers is to bounce a melon gently 
on the floor, which results in softness and, to the uninitiated, indicates 
ripeness. To get around this, press only the end, which should be soft, if 
ripe; the body should be firm. Packaged in size Ponies, Standard, and 
Jumbos of 5-6-8-9’s and 12’s to the crate. When taking bids on canta- 
loupes or Honeydews, indicate the size your hospital uses. 


Watermelons.—Give attention chiefly to firmness, size and weight. An 
average good melon weighs 30 Ibs. 


Grapefruit.—Must be reasonably free from surface blemishes, and 
uniform in size. Never buy without having a sample picked from the 
box and cut in half. Examine for general appearance, and then cut 
section for tasting. Probably the most important guide is the actual 
tasting of the fruit. It comes packaged in many sizes. We have found 
size 80’s most practical for our private pavilion, and 96’s for the re- 
mainder of the hospital. 


Oranges.—Florida, which are in season roughly from November to 
April, are thin skinned with a rich flavor. Two of the best varieties are 
Indian River and Pineapple. The California oranges are in season from 
early spring to late fall; they are thick skinned, have marvelous keeping 
qualities, and good flavor. As with grapefruit, the only reliable way is to 
cut a section and taste it. When buying oranges for juice, not only must 
they be sweet, but squeeze the juice from one half and thus estimate if 
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they have the expected amount. Oranges are packaged from 80’s to 
288’s. This hospital uses 176’s for table and 250’s for juice. 


Last year a deceptive procedure was practiced by Florida packers in 
having the oranges dipped in a bath of dye to give unripe and blemished 
oranges a bright, healthy appearance. They were required by law to 
print “Color Added” on each orange, but the lettering was small, and for 
weeks virtually no one was aware of it. The dye itself was inert and 
harmless, as it was made from vegetables, but the practice was base 
deception. Moreover, the oranges were “woody” and green, the sugar 
content low, as they had not ripened to the proper degree, and whilst a 
buyer might complain, they were the only oranges offered. The healthy 
looking skin did much to offset the poor quality of the fruit, even with 
experienced buyers. 


MEATS 


The purchasing of meats is such a complicated procedure to learn that 
to try and put even the most important points on paper would be folly. 
Only a combined meat and journalistic expert could do such a task, and 
then it would be questionable how much even the most diligent student 
could gain from it. Buying meats can be learned only by going into the 
market week in and week out, and having experienced dealers point out 
those features that finally enable one to tell whether a hanging hind 
quarter has come from a young heifer or steer or a cow; whether the 
fowl is top second grade, or a low first grade; whether it is actually a 
lamb that is being shown or a young yearling. However, without going 
into any discussion on the subject it might be of profit to some to see 
what a 250-bed charity hospital has learned from experience are the most 
useful cuts and weights of meats. The hospital employs a meat cutter. 


This list follows: 


Hina charters OF MbESt s 4.555 pero cine ndae wines eae about 200 Ibs. 
Back Or UBCCL rata a heielo dae eal sle ee weenie DONE “DORIS: 
MAMRERS Eh ele eset ceicrtarer oie che seixsohchiale wiet ee N To, Rumler ale FREE 55 Ibs. 
WedcinGs Mba Gale OMNI) i..wisis, ox 'scaieleveaie's cine eeare 86 ess 35 Ibs. 
ME RERY SR OMNES “caseore pais ose d di verve Sie ialiocerforel Soe tevekmranbintaey alesans 50 Ibs. 
By CAN GABEGG Ole Ra ts a 2s.c cisaie Nee Gay eroteiete nye Stee Se shewine Os 30 Ibs. 
PGSM mMSREES <2 orok cai crrar'ens fatty ela nauessyans la oresavorvian abe muen eae ee 12 Ibs. 
RRA Mca ore os asl 6 a iotaete 5 ibs wuaheghs gon eater enero tieeeions tase 20 Ibs. 
PGAGCING) “CDIGKEDS, a5 o.2)s ssccsiaieie sous Mel e@isarnreawle alee s 4-5 lbs. 
BORA ces a oats tos ve eras ae RO PT nS Bore 114-2 Ibs. 
PN caries ow a: Wah vas Let oven NN RN ea 5-6 lbs. 
BO ihe eterna eae eStats ee REA ere 3-4 Ibs. 
BROT ioe Sree Sosa eS hee oH OS Whe DR eee STE IE 5-6 lbs. 


These figures are the result of many years experimenting with different 
weights and cuts, until it was thought the most efficient had been secured. 
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BUTTER 
Butter is bought weekly, packaged in tubs, which is then cut into 
squares at the hospital. Bids are accepted only on 90 score butter, which 


is rated as follows: 


BERGE .aerealh em awa 45% SIS creatine 10% 
OGY aia steers sacerses 25% Packages coc sees 5% 
COLE oes nica ees ene 15% 


If suspicion is aroused that a dealer is sending butter to us less than 
90 score, a government expert is paid to come out and test it. Dealers 
have learned that a check is made by this expert and it serves almost as 
a guarantee on the securing of 90 score. One grows adept rather quickly 
when tasting butter every week, and whilst no one but an expert can 
scorce accurately, still a reasonably close estimate can be made by the 


amateur. 


EGGS 

Eggs are divided into Fancy for private wards, Table for general hos- 
pital and personnel, and cooking eggs. With a little practice, one can 
learn to “candle” eggs, and a few samples of each grade are selected 
which should be “‘candled” by the buyer and not the dealer. What is 
learned from candling can hardly be described on paper, but any dealer 
will be glad to show the buyer the most salient points so that, after a 
short time, one can tell with fair accuracy the condition of an egg. A 
sample egg should be broken, examined for general appearance, but espe- 
cially for consistency of the white and yolk. The egg shell is broken 
and the content placed on a cardboard, which is grasped in the hands 
and then, with a quick upward movement, the egg is made to jump up 
a short distance from the cardboard. This is repeated a few times. A 
fresh egg will resist such abuse and retains its shape. An older egg will 
show a rupture through the yolk almost at once. Another test is to let 
the egg slide off the cardboard and drop several inches to another board, 
which, if fresh, causes it to produce a most distinctive “plop” which once 
heard is not likely forgotten. If the egg is not reasonably fresh, the 
yolk will break. The fresher the egg, the thicker the albumin or white; 
the older the egg, the thinner. 


MILK AND CREAM 


Milk and cream are bought under contract. Each week, the Depart- 
ment of Pathology sends a report of the bacterial count; likewise, each 
week the dietitian’s laboratory sends a report of the test for percentage 
of cream. Here again the dealer knows we do these tests and it is rare 
indeed to have any difficulty. 
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COFFEE 


Coffee is purchased roasted but not ground. We have developed over a 
space of time a blend for use in this hospital, which is now adhered to, 
and which gives a smooth, ripe, full bodied and fragrant cup. The re- 
quirements for this blend are sent out to all bidders who then send in 
samples of the roasted and unroasted beans. Cups are brewed for each 
person tasting (usually three) and before each cup are placed samples of 
the beans. The entire procedure is done by code, the dietitian being the 
only one who knows the respective samples. After testing as to appear- 
ance, fragrance, and taste, great care being taken that if sugar or cream 
is used, the same amount is placed in each sample, a vote is taken for the 
best sample. From time to time, a check is made on the dealer who is 
sending in the supply by sending out requests for bids, the samples of 
which are then compared as to price and quality to that being used. 


TEA 


Tea is purchased in the same manner as coffee, with the exception that 
no particular blend is specified. Samples of the tea are examined, the best 
leaves being small and tightly curled, free from any twigs. These samples 
are then brewed and tested. 


CANNED GOODS 


All canned goods are purchased by a definite procedure. Requests for 
bids are sent out, which specify clearly the grade of fruit or vegetable 
wanted, e.g., Standard, Fancy, Choice, etc., with instructions to send in 
two samples, which are paid for. The labels are all removed, and a code 
scratched on the tin. This immediately removes all possibility of our 
being influenced by a false label as to the grade of contents. All cans of 
one food are then opened and examined, the amount of liquor noted, the 
general appearance of the product, and the solidness of the pack. All 
fruits packed in syrup have this tested with a Baume hydrometer, and 
the reading is then checked with the standard degree for that grade. 
The contents are then poured into a vessel where the pieces are counted 
or the entire contents weighed. The final test is the tasting. Usually 
three people conduct the test and when agreed upon a product, the 
dietitian reveals the name of the packer or jobber and the price. If the 
highest priced sample has been selected, it is then compared with the 
second choice to see if the lower priced product can be used. The re- 
maining sample of the goods chosen is then put away until delivery of the 
order, when it is opened, together with a sample from the shipment and 
a comparison test made. 
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CONCLUSION 

The purchasing of food is a procedure requiring the closest supervision 
of the purchasing agent in order that the highest quality at the lowest 
price can be maintained. It is hoped that this article, which has related 
our thoughts on the general subject of food purchasing and an account 
in some detail of the procedures followed will be of some benefit to those 
buyers who are desirous of improving their own system. As expressed in 
this article, the old days of “‘order-giving and order-taking” are gone. 
The buyer of today must know the problem, and must know how to 
determine for himself whether the goods purchased measure up to the 
dollar spent. 


ee 


Liability Cases in New York City Hospitals 


FFORTS MADE BY THE DEPARTMENT OF HOspPITALs to protect the 





financial interests of the municipality in liability, i.e, non- 
compensation accident cases admitted to municipal hospitals, are 
beginning to bear fruit. 

Toward the end of 1934 the work of following up these cases was 
assigned by Dr. S. S. Goldwater, Commissioner of Hospitals, to the Com- 
pensation Division of the Department. Considerable detail work and 
close supervision are necessary to secure reimbursement for the City for 
the hospital care of liability cases, where damages are awarded by the 
courts or where substantial settlements in favor of injured persons are 
privately arranged. 

The City’s returns from this source are now steadily increasing. In 
December, 1934, the total amount collected by the Department of 
Hospitals for the care of liability cases was $930. By March, 1934, 
collections had increased to $1,545; in April $2,708 was collected; in 
May, $3,857; and in June, $5,688. Total collections by the Department 
of Hospitals from this source for the first six months of 1935 exceeded 
$16,000; collections were successfully made in 179 non-court cases. As 
many as 1,520 court cases in which the Department of Hospitals has an 
interest are’ pending. 

The total number of potential liability cases referred to the Central 
Office of the Department of Hospitals since October, 1934, is 4,500. Of 
this number 650 cases, closed after investigation, showed non-liability 
or an insolvent defendant. The Department closes a case only after it 
becomes quite clear that continued efforts toward collection are useless. 
The Corporation Counsel maintains close relations with the Department 
of Hospitals and assists the Hospitals Department in collecting sums due 
the City in liability and other hospital cases. 
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Group Nursing—Eight Years’ Experience 


By W. L. BABCOCK, M.D., AND MISS M. DELLA DE LONG, R.N. 
Director and Directress of Nurses, Grace Hospital, Detroit, Mich. 


HE WRITERS HAVE had many requests for a statement of experience 
in group nursing at the Grace Hospital. They will attempt to here 


record an apparently successful experience of eight years. 


A short paper, covering a trial of a little less than three years in group 
nursing, was read before the American Hospital Association meeting in 
Atlantic City in June, 1929, by Miss M. Della De Long, R.N., Directress 


of Nurses. 


This form of nursing should be limited to patients of moderate means. 
Attendants at the Detroit American Hospital Association Convention in 
1932 will recall that they had the opportunity to inspect a new unit of 
200 beds that was built largely for patients of moderate means, with pro- 
vision made for group nursing on two entire floors. This department of 
nursing has developed within the past three years, to where we have more 
nurses engaged on our group nursing service than are now employed in 
the private duty department. 


In making provision for group nursing, it is desirable in new construc- 
tion to provide accommodations for the middle class patient in two to 
four bed rooms or single cubicles. The number of patients housed in a 
nursing building wing, floor or service should be sufficient for reasonable 
flexibility in the transfer of patients from group to group. Experience 
shows that these transfers are only occasional, but necessary and desirable 
in certain cases. In the placement of patients on group, every effort is 
made to avoid overloading a group with more than one or two patients 
who need individualized attention. The minimum number of beds for a 
flexible service would be 21 or 24. The larger number of patients on a 
floor of any building wing, the greater the flexibility. Practically the 
best set-up would be the two and four-bed rooms, with a single room 
grouping in such a manner that there could be approximately $1.00 
per day difference in charges between each form of accommodation. In 
our construction, the four-bed room is costing the public $4.00 per day; 
the double room $5.00, and the single room $6.00. This is not, however, 
inclusive of the charge for group nursing. As carried out in the Grace 
Hospital, group nursing is a form of private special nursing. 


Each patient on the group has the use of a special nurse, either alone or 
in company with one or two other patients. No more than three patients 
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are allotted to one group. The average for all groups in practice has 
been two. 


Nurse Personnel: Each group is made up of three graduate nurses on 
eight-hour duty, covering the full twenty-four hour period. One to three 
patients are assigned to them for special nursing, depending on the seri- 
ousness of each patient’s condition. The group of three is numbered. 
The nurses are engaged at a monthly salary approximately the average 
salary of floor supervisors, plus three meals daily. This salary thus far 
has been $85.00 to $125.00 per month. Several of the nurses have been 
on duty for many months continuously, and some for two year periods. 
Leaves of absence are granted frequently. As they are only on eight-hour 
duty, they have no other time off or vacation allowances. They are, how- 
ever, granted six days’ sick leave for each twelve months’ service, which 
can be applied fractionally. 


Cost to Patient: Group nursing service has been limited to patients of 
moderate means, whose bed, board and service charges range from $3.50 
to $6.00 per day. The following rates were established: 


Medical or Surgical Obstetrical 
Group Nursing Group Nursing 
$4.00 per day of 12 hours $5.00 per day of 12 hours 
$6.50 per day of 24 hours $7.50 per day of 24 hours 


The above charges are inclusive of the nurse’s board. 


The Attitude of Physicians and Graduate Nurses was stated in the 
original paper as having been, originally, doubtful. It may be stated at 
this time that the physicians are entirely sold on the proposition and 
would resist any attempt to discontinue this form of nursing, which 
fulfills the wants of even the desperately ill patient in 98 per cent or 
more of all cases. Graduate nurses welcome service on group. 


Financial Statement: Careful accounting was made of all salaries and 
expenses of this service, as well as the receipts from patients. It is inter- 
esting to note that during the first twelve months we broke even one 
month, five months showed a small deficit, and six months showed a small 
surplus. During the second twelve months, as the groups increased in 
number, three months showed a deficit and nine months a surplus. With- 
out making any charge for supervision or overhead, but including a 
charge for nurses’ meals, the books at the end of two years showed a small 
surplus of a few hundred dollars, which has been designated as a group 
nursing fund, and may be applied to any nursing deficit which may occur, 
or be used for the payment of hospitalization of group nurses during their 
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six-day annual sick allowance. The experiment thus far leads us to be- 
lieve that the rates now in effect are fair both to the patient and to the 
hospital. It is thought that if a larger group nursing service develops a 
greater surplus, we would be justified in fractionally reducing the charge 
to the patient, as well as increasing the salary of the nurses. 


This eight-hour duty service with three nurses in a group has permitted 
the hospital to give work, during the depression, to many more nurses 
than otherwise would have been possible. During the depression, 49 to 70 
nurses, mostly our own graduates, were given work. In order to divide 
up the work as much as possible, for nearly two years this group was 
alloted 15 to 18 days per month, and most of them provided with free 
quarters in the Nurses’ Home. This procedure was a high essential in 
their support. Through this part-time work they avoided returning to 
their homes in the country, or possibly, in a few cases, assistance from the 
Municipal Welfare Department. Our experience leads us to believe that 
some of this specialized nursing for families of the middle group is not 
always a necessity or requested by the physician; it is often an expression 
of the desire of the family to provide the patient with individualized spe- 
cial attention that otherwise would be beyond their reach financially. 
The same psychology has been long known in families of a higher eco- 
nomic group, who formerly employed special nurses under like conditions, 
when the necessity for their service did not exist. 


Summarizing the Advantages 

(a4) To the Public: Group nursing provides a reduction of 45 to 60 
per cent in the cost of special nursing, which can be reduced still further 
if it can be applied on a larger scale. It affords the patient of moderate 
means the opportunity of retaining the services of a special nurse much 
longer than if the patient were paying the full nursing rate of $15.00 or 
$17.00 per day of twenty-four hours. It is a common occurrence for the 
patient or relatives to discontinue a special nurse after two to three days’ 
service. The same amount of money in group nursing would carry the 
patient through four to six days’ special nursing. It further provides a 
more individual nursing service to the patient than can be provided by 
general duty or pupil nursing. 


(6) To the Nurse: Assurance of steady employment; sick day allow- 
ances which cover more than the average annual sick days; reduction in 
hours of duty from twelve to eight; where facilities permit, housing in 
Nurses’ Home, and an assured monthly salary that is somewhat higher 
than the average wage of special nurses throughout the country, as re- 
vealed by the Rockefeller Report. 
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(c) To the Hospital: It insures continuity of special nurse service for 
many patients whose condition demands individual attention; provides 
these services to the patients whose means would otherwise be insufficient 
to pay for special nursing; relieves a heavy service of many acutely sick 
or fresh operative cases which, however, continue under the direct observa- 
tion of pupil nurses who are called upon to act as assistants to group 
nurses from time to time. The eight-hour day does away with hourly 
relief, days off, and shifting of personnel; it simplifies much detail con- 
nected with special nursing service, and enables the hospital to provide an 


intermediate nursing service. 


Apprehension was at first felt in reference to the loading of two or 
three acute or freshly operated cases on one group, because this would 
have a tendency to limit the degree or amount of personal attention that 
each patient would receive. Experience has demonstrated that where two 
or more groups are associated on a service, the exchange of patients be- 
tween groups can be quickly and satisfactorily arranged. It should be 
understood that frequently only one or two patients are served by a group. 
It has generally been possible to limit the assignment of fresh operative 
cases to groups not already burdened. As a rule, a group of three will 
consist of one fresh operative case and one or two cases in varying stages 
of convalescence. With multiple groups on one service, the flexibility is 


apparent. 


The following tabulated statistics cover the full eight-year period from 
March 1, 1927, to February 28, 1935, inclusive: 


Group Nursing Days Patients Nurses 
March 1, 1927 1,420 281 38 
E9ZS .... wade See 322 41 
1929" ; bret ee 581 78 
1 2) renee = vs Vege 445 67 
BOM seen ; - Beaee 425 49 
| o 7- era ; sity Oe 476 53 
TOSS ss Mer ere ree ) 630 59 
1934 to February 28, 1935... 1,645 736 70 





15,782 3,896 


The expenses of group nursing during this eight-year period were a 
few hundred dollars less than the receipts, which surplus we estimated 
covered less than 50 per cent of the overhead. With that in view, the 
hospital is making an indirect contribution to the care of the patient of 
moderate means for which it does not receive direct reimbursement. We 
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are constantly in receipt of commendatory letters and statements from 
satisfied patients who have had group nursing, and its employment has 
resulted in the generation of much goodwill. Patients having had the 
service invariably ask for it if they return. 


The total receipts from patients for group nursing in the eight-year 
period were $117,412.50. Calculating the number of days’ nursing on 
the basis of $6.50 per twelve-hour day (including nurses’ board) and 
$15.00 per twenty-four hour day for private special nursing, the cost 
to 3,896 patients for special nursing would be the sum of $246,778.00. 
This figure is given merely as a comparison and represents a saving to the 
middle-class patients of approximately $129,365.50. It should be stated 
in connection with this comparison, however, that in all probability the 
patients who avail themselves of group nursing would never have been 
able to pay for the services of special nurses to the same extent. Con- 
tinuing the comparison, we find that the average saving per patient for 
their nursing service was $33.20. 


The comparison throughout is striking in its graphic portrayal of the 
fact that group nursing, organized on a practical basis, will save the 
patient over half of the cost of special nursing. 


The patient of moderate means cannot be treated as an open ward 
patient, without special care, as in most instances he is a person of culture 
and education. Our experience leads us to believe that group nursing of - 
fers the greatest and most practical single factor in the lowering of the 
cost of hospital care of patients of this economic level. 


We are aware that group nursing in some form or other has been tried 
in a few hospitals. We have analyzed three such ventures that failed, 
admittedly on account of faulty preparation and plans. Two or three 
other known attempts were quite desultory. 


As human nature presents many contrasts, the psychology of having 
specialized service cannot be ignored. Pride of the patient or family in 
private nurse service is a decided factor in many instances. We have been 
asked the question wherein this service differs from general duty nursing 
on the part of graduates. We have general duty graduates alongside of 
group nursing. However, their service is not limited to a specific patient 
or group of patients. As a result, the individuality of the specialized 
service is lost and the group service stands out in the mind of the 
patient as a specialized service. The family looks upon it as an extra 
provision ef care. 
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Comparison of Governmental Methods 


Governmental Methods of Providing Care for the Indigent Sick in 
Canada as Compared to the Rendition of This 
Similar Service in the United States 


By G. HARVEY AGNEW, M.D., F.A.C.H.A. 


Secretary, Dept. of Hospital Service, Canadian Medical Association, 
Toronto 


HE CARE OF THE INDIGENT sICK is the greatest problem facing 

our hospitals today. The hospital field has always had this prob- 

lem—hospitals were developed originally to care for the indigent 
only—but during the past few years the problem has been greater than 
ever before in this generation. Recently Mr. Stanley Howe, of Orange, 
N. J., pointed out that the volume of free service by American hospitals 
had risen from 15 per cent of the total in 1929 to 60 per cent in 1934, 
and we now realize that this is not likely to prove a merely temporary 
situation. Can our two countries learn anything from each other’s 
experiences? 

In any study of this nature it is essential that the use of terminology 
be clarified. We are all reasonably clear as to what we mean by the 
term “indigent”; i.e., inability to pay, although, when it comes down 
to the evaluation of the individual instance, there does seem to be 
frequent room for argument. However, a term which should be clarified 
is the word “governmental”. In the United States the term refers, to 
all types of government hospitals—municipal, state and federal; in 
Canada we have been inclined to limit its use to federal and provincial 
(or state) hospitals, applying the term “municipal” to indicate local 
government. For instance, you refer to a municipally-owned hospital 
as “governmental”; we would call it “municipal” or, if urban, “civic”. 
However, inasmuch as this audience is largely from south of our greatest 
modern wonder of the world—a 4,000-mile unfortified national boundary 
—I shall use the term “governmental” to include municipal as well as 
state (provincial) or federal hospitals. 


It would seem necessary to clarify the term “public” also. In Canada 
a hospital is termed “public” if it be recognized by the governments for 
the care of indigent patients and receives subsidies for so doing. This 


is quite irrespective of whether the hospital be municipally owned or 


Presented at the Thirty-Seventh Annual Convention of the American Hospital 
Association, St. Louis. 
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operated by a voluntary group not for profit. In Canada the term 
“private” is confined to what you call the “proprietary” hospital. 


The Hospital System in Canada 


This is not at all complicated. Each governmental group has certain 
responsibilities as follows: 


i. Federal government. 
Care of pensioners and ex-soldiers. 
Care of immigrants and quarantine (at sea-ports). 
Hospitalization of salt water mariners. 
Care of Indians. 
2. Provincial government. 
Support and control of mental institutions. 
Inspection of all hospitals—public and private. 
Subsidies (grants) to public hospitals, including tuber- 
culosis sanatoria. 
Maintenance or support of various types of clinics— 
tuberculosis, venereal, etc. 


3. Municipal government. 
Isolation and care of contagious cases. 
Subsidies to local or distant hospitals, for the care of their 
indigent residents. 


Municipal or Local Governmental General Hospitals 
In Canada 


There are no hospitals devoted primarily to the care of the indigent 
patient, such as Bellevue or Cook County hospitals. Only about 13 
per cent of our public general hospitals are municipally-owned and all 
of these have extensive private accommodation, an arrangement urged 
in his local report by Dr. Chas. Remy of Minneapolis. The majority of 
these are small rural hospitals in western Canada, but some of our best 
large general hospitals are civic institutions as, for instance, at Ottawa, 
St. John, Saskatoon and Edmonton. The great majority of our public 
general hospitals in Canada are under private boards of management and 
are operated not for profit. These correspond to what are called “volun- 
tary” hospitals in the United States or “private” in the broader sense. 


Except for their control, municipal general (or local governmental) 
hospitals function identically as do the voluntary hospitals. Each has 
private and public accommodation and, with very few exceptions, re- 
ceives the same municipal support for their charitable services. 
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In the United States 


There is a higher percentage of local governmental hospitals. Accord- 
ing to the 1935 report of the American Medical Association, there are 
892 city and county hospitals representing some 21 per cent of the 
4,198 general hospitals. 


The recent study by our American Hospital Association Council 
revealed that 11 per cent of them do not accept paying patients; these 
are almost all in large centers. In centers of over 100,000 population, 
the private patients were but 9.9 per cent of the total, whereas for all 
governmental general hospitals private patients are 58 per cent of the 


total admissions. 


Local governmental hospitals are much more crowded than non-profit 
hospitals, the occupancy figures being approximately 84 and 58 per cent. 


The Proprietary Hospital 
The proprietary hospitals, or what we call the “private” hospitals, 
form a comparatively negligible group in Canada. There are but 98 
such hospitals with 1,561 beds and most of these are small nursing homes. 
They represent but 11 per cent of the total number of hospitals and but 
1.8 per cent of the beds. They are licensed by the various provinces, 
but the inspection particularly of the professional work leaves much to 


be desired. 


In the United States, where in 1934 there were 1,890 such hospitals 
with 58,859 beds, proprietary hospitals represent nearly 30 per cent of 
the total number of hospitals. However, they constitute but 6 per cent 
of the total beds and, according to Dr. Rorem, but 9 per cent of the 


capital investment.* 


The relative scarcity of private or proprietary hospitals in Canada can 
be attributed in large part to the governmental recognition and subsidy 
of accredited non-profit hospitals irrespective of type of management. 
This assistance has encouraged the development of community or volun- 
tary, rather than proprietary hospitals, which do not get grants. 


Also it should be noted that, whereas in the United States many of 
the proprietary hospitals accept certain indigents, either with or without 
compensation, in Canada most of the private hospitals accept private 





*Some facts and Figures Regarding Proprietary Hospitals. Plumley, Mar- 
garet L.; Bulletin A.FI.A.; [X:4; April 1935, pp. 56-63. 

The Publiec’s Investment in Hospitals. Rorem, C. Rufus, University of 
Chicago Press. 
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patients only, largely because the majority of them are in communities 
also served by a public hospital for which grants for such service are 
available. 


Grants to Hospitals 


Perhaps the most characteristic feature of the Canadian hospital system 
is the general system of payment of “grants” for the care of indigents. 
This custom prevails from coast to coast and all public hospitals, whether 
municipally or privately operated, are eligible. These grants or subsidies 
may be paid upon a “per patient per diem” basis or may be a determined 
annual sum. The municipal payments are usually made for indigent 
care only; the provincial grants vary more widely, as in some provinces 
the per diem grant is paid only for patients in the so-called “public 
ward”, whether these be indigent or paying patients, while in other 
provinces the provincial per diem grant may apply to all patients includ- 
ing private patients. 


To illustrate: in the province of Saskatchewan, the province pays 
§0 cents per diem for every patient in hospital. This includes newborn 
babies too. The municipalities pay $2.50 per diem for those indigents 
who are their residents according to the provincial definition of residency. 
The province pays $1.00 per day for all patients in tuberculosis sanatoria 
and the municipalities pay the remainder of the cost on a pro rata basis. 


In Ontario the province pays 60 cents per diem for all patients who 
are indigent or for whom not more than the statutory public ward rate 
of $1.75 is paid; the municipality pays $1.75 for its indigent residents. 
For babies of indigent mothers, the province pays 30 cents per diem and 
the municipality 60 cents per diem. For tuberculous patients, the 
province pays 75 cents per diem and the municipality $1.50. 


Naturally, legislation of this nature, involving the payment of public 


€ 


funds and the interpretation of such indefinite terms as “indigency” and 
“residency” has resulted in a host of safe-guarding and procedure-defining 
enactments. While these are often irksome and municipalities grumble 
at the cost, the fact is that the people get excellent service irrespective of 


their ability to pay.* 


Grants or Subsidies in the United States 


(a) State. Contributions by the state for the care of non-pay patients 
are not made in the majority of states, although the practice is followed 





*An analysis of hospital legislation in the different provinces is set forth in 
Bulletins No. 9 and No. 16 of the Canadian Hospital Council, 184 College 
Street, Toronto 2. 
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in a certain gradually increasing number. Pennsylvania now gives nearly 
8 millions of dollars to its voluntary hospitals and varying maintenance 
appropriations are made by Connecticut, Delaware, Maine, Maryland, 
Michigan, Mississippi, New York, Rhode Island and Vermont. New 
Jersey and Illinois recently arranged for payments for relief patients 
under the emergency relief program. Only in two states, Pennsylvania 
and Connecticut, is direct state aid given. Some states contribute by 
subsidizing state university hospitals. 


At present there is a strong demand that this policy be extended. As 
Dr. Faxon stated last year, “It is the moral and financial responsibility 
of the government to provide for the care of the indigent sick, either in 
government hospitals or to pay for their care in voluntary hospitals.” 


(b) Local or Municipal. Local aid is furnished much more extensively 
to voluntary hospitals. Some states authorize county appropriations 
under the county law. To quote the American Hospital Association 
Council survey: 


“By far the most frequent method of hospitalizing indigent patients 
was by means of local private hospitals to which payments were made 
from tax funds. Out of a total of 609 counties, 428, or 70 per cent, 
stated that they paid for the hospitalization of their indigent sick in the 
local hospitals. Of the 30 per cent of counties which did not use 
non-government hospitals at all, more than half were found to be using 
a government hospital of their own or of a neighboring county.” 


Furthermore, “it is found that 93 per cent of the small towns are 
without governmental general hospitals, but that 63 per cent of such 
centers pay for care of the indigent in local non-government hospitals. 
Ir the large cities, the first figure is reversed; 89 per cent of the largest 
cities have governmental hospitals of their own, and in addition, 44 
per cent of these same cities pay for care of the indigent in other local 
hospitals.” 


This survey does not analyze the data as completely from the negative 
viewpoint but it is of interest to note that apparently quite a few 
communities without governmental general hospitals do not pay for 
indigents in local private hospitals. Also some 46 counties with govern- 
mental general hospitals do not pay private hospitals for the care of 
indigents and some 55 others use a neighboring governmental hospital 
but do not pay local or other private hospitals. One gains the impression 
of considerable lack of uniformity in governmental provision for indigent 


care. 
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It is worthy of note that the Community Chests or Federations have 
contributed more extensively to the hospitals in the United States than 
in Canada. This, we presume, is due in large part to the lack in many 
communities of adequate municipal support to voluntary hospitals for 
their care of indigents. 


What can our two countries learn from each other, particularly with 
respect co indigent care? 


What Can the United States Teach Canada? 

First and foremost I wish to acknowledge our great indebtedness to 
the hospital field south of the border for its great inspiration to us—in 
organization, in pioneering new methods, in research, in leadership and in 
individual and collective achievement. For the privilege of this inspira- 
tion we shall be forever indebted to you. 

Respecting indigent care, you have made several contributions: 

Your higher percentage of city and county governmental hospitals 
has helped to remove the cost of indigent care from the generous con- 
tributor and the private patient and placed it upon the community as 
a whole. 


The federal agreement providing $3.50 per diem for the hospitalization 
of cases from CWA projects is desirable governmental recognition. 


The proposed Research Council, recommended by Commissioner Gold- 
water, of New York City, to promote scientific research largely in 
governmental hospitals in the neglected field of chronic diseases, should 
prove a distinct milestone in the development of governmental responsi- 
bility for the indigent chronic patient. 


The anticipated recommendations of the Committee on Economic 
Security, supporting the hospitalization of relief patients and advising 
assistance to rural areas for hospital construction, are of intense interest. 


Perhaps your general lack of obligatory state and municipal grants, 
while on the whole regrettable, has checked the promotion of unnecessary 
non-profit hospitals. 

If one might add other observations not strictly conforming to the 
wording of my assigned subject: 

You have generally adopted the idea of local Hospital Councils, thus 
helping to coordinate policies respecting indigent care. 

Several states have passed progressive legislation aimed to protect the 


hospital caring for traffic accidents. 
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The provision of endowments is much more extensive in the United 


States than in Canada. 


Community Chest or Federation contributions are much more ex- 


tensive. 
What Might the United States Learn from Canada? 


Perhaps the outstanding feature of the Canadian system of handling 
the hospitalization of the indigent is the uniform policy throughout 
Canada of municipal and provincial payment for indigent care to all 
hospitals recognized as “‘public’”’. The amounts paid and the modus 
operandi of the legislation may vary widely but the following charac- 
teristics are common: 

1. Any public hospital, whether voluntary or governmental 
(municipal) is entitled to the grant. 

2. The same per diem rate is paid to voluntary or governmental 
hospitals, provided they are of the same class. 

3. The payment of the municipal grants is not left to the de- 
cision of the individual community but is made obligatory 
by the various provinces. In some the provincial grant 
is dependent upon at least an equivalent amount being 
paid by the municipalities. 

This plan is of benefit to the public because: 

a. It minimizes delay in hospitalization; some provinces stipu- 
late that no hospital receiving government aid shall refuse 
a patient unless suffering from a contagious or other in- 
eligible disease. 

b. It promotes the development of voluntary non-profit hos- 
pitals, thus lessening dependence upon proprietary or 
private hospitals and also lessening the need for civic in- 
stitutions with increased taxation and frequent political 
entanglements. 

c. Provision for indigent care is uniform; in the United States, 
while many counties have an ideal arrangement, other 
counties have very poor facilities, if any at all. 

d. With the exception of a very few tiny rural hospitals, 
Canada has not had to close any voluntary hospitals dur- 
ing the depression. 


Actually Canada now has the system recommended in the 1934 report 
of the Committee on Income and Occupancy, which recommended: 
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(1) the care of indigent patients in non-governmental hospitals and 
(2) the payment of the voluntary hospitals from public funds on a per 
diem basis for services to indigents. 


The development of an obligatory governmental payment plan for 
indigent care is being strongly advocated in many states and opposition 
on the part of some hospital workers to this policy would seem to be 
largely on two grounds: 


1. Political interference and control might creep in, and 

2. Hospitals under such auspices might feel that the preroga- 
tives of the church in the realm of charity were being 
usurped by the state. 


The experience of Canada should be of considerable value here. With 
respect to the first fear, voluntary hospitals have been receiving aid from 
the various provinces for many years and political interference is prac- 
tically unheard of. Of course, each province has the right of inspection 
and insists upon certain standards, but these are welcomed by the hospital 
field. Municipal hospitals sometimes face political interference but that 
has nothing to do with the matter of grants for indigent care. 


As for the interference of grants with the church prerogatives in the 
field of charity, this matter has been discussed very carefully in the 
Catholic Hospital Association and, while the right of the “‘state” to care 
for the indigent has not been admitted, that of “society” has been 
accepted and society may provide this care either through voluntary or 
governmental activities (See Resolutions No. 31 and No. 32 of the 
1934 session of the Catholic Hospital Association). Actually, practically 
all of the Catholic hospitals in Canada, representing some 44 per cent of 
our hospitals, are recognized as “public” hospitals and I know of none 
which de not accept and appreciate this financial assistance for indigent 


care. 





a 
s 


New Unit for Baltimore City Hospitals 
Recently Dedicated 


Governor Albert C. Ritchie presided at the recent dedication of the 
new building for the general division of the Baltimore City Hospitals. 
The new unit will accommodate 400 patients and is part of a construc- 
tion program financed by a loan of $4,000,000 approved in 1927 by the 
State Legislature. 
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Stepping Out of the Elevator 


By CAROLYN E. DAVIS, F.A.C.H.A. 
Superintendent, Good Samaritan Hospital, Portland, Ore. 


© YOU EVER LISTEN to the remarks your personnel make about the 
D hospital as they return from their vacations? Probably not, as 
you are busily engrossed in other thoughts. The remark made by 
one of our supervisors, ““Have you had the halls newly painted or just 
cleaned, that they look so bright and cheery?” as she stepped out of the 
elevator, after a month’s absence, came as a surprise, because no work of 
that type had been done in the department while she was away. At the 
time I gave it no further thought, but several times during the day that 
remark recurred to me, until I found myself asking two questions: First, 
what would be the impression on the new patient or the visitor when he 
stepped out of the elevator; and, second, was it the hall or the welcome 
greeting the supervisor received that made the place seem so “bright and 
cheery?” 


In an effort to try and answer these questions, I returned to this same 
floor to see what impression, if any, it left with me. Stepping into the 
hall to critically analyze it, soft, light-colored walls greeted me, with just 
enough indirect lighting so that there were no darkened areas. The effect 
was bright and pleasant, but not outstanding enough that, though visited 
daily, it had left any special impression. Finally, while standing there, 
two nurses smilingly engaged in conversation, greeted me and passed on, 
but the hall seemed different. Though pleasingly bright before, it sud- 
denly took on an aspect of cheerfulness which it had not had previously. 


Leaving there, I went to a portion of the building where the color 
scheme is different to see what reaction it left. Its color has a greater 
light absorbing quality, and though equally well-lighted, it did not reflect 
as warm an appearance. Again, happy people with a desire to help made 
this seem a different place, and I appreciated that, even though there 
might be a difference in the brightness of the halls reflected from paint 
colorings, the real “‘bright and cheery” impression was made by the peo- 
ple who had an interest in helping you. 


Hospital executives, in an effort to create a good first impression, spend 
much thought and large sums of money to make their reception rooms, 
lobby space, and offices attractive and appealing to the public. They 
select the best people obtainable for the information desk and admitting 
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department, and usually provide special personnel to see that the incoming 
patient is carefully escorted to the assigned room or ward. There he is 
introduced to the supervisor, head nurse, or whoever may be in charge at 
the time. She makes it a point to see that he is made comfortable in his 
new surroundings. If perchance the supervisor were met in the hall the 
new patient is presented then, and she takes him to his room. Either 
way, he is well cared for and pays little attention to the halls or corridors 
through which he passes after leaving the elevator. He is too close to a 
future filled with uncertainties and doubts to notice surroundings at 


this time. 


The person who comes to the hospital to visit our guests has an entirely 
different viewpoint than he would were he entering as a patient. He is 
inclined to be critical if the least opportunity presents itself, unless his 
family or friends have previously been patients with a happy experience. 


Our fine reception room and courteous information desk start the visitor 
happily toward his destination, but so often he has forgotten the number 
of the room or ward, or which way to turn by the time he leaves the ele- 
vator, and he stands there bewildered, waiting for help. The corridor 
takes on unusual size with its emptiness and appears cold and cheerless 
and the minute or two of waiting becomes multiplied many times before 
someone comes along to help him. Then, as frequently happens, it may 
be one who does not belong in the division or a graduate nurse doing spe- 
cial duty, who does not know the other patients in the department. 
Hence, another wait ensues while she is finding the desired information. 
Unfortunately, it may happen that the nurse, or whoever has been asked, 
is too hurried, and gets someone else to direct him, who may be courtesy 
itself, but by this time the visitor is exasperated beyond measure at the 
seeming indifference of the personnel. Finally he reaches the patient in 
anything but a happy frame of mind. He has compietely forgotten that 
he was given careful directions of how to reach his friend at the informa- 
tion desk and, of course, blames the hospital that he was inconvenienced 
by waiting. If he doesn’t criticize the hospital for its lack of courtesy to 
the patient, which happens all too frequently, you may be assured that 
he will as soon as he arrives at his office or meets his friends outside. 


If this same corridor is attractive, by being softly lighted with an occa- 
sional seat scattered about, and maybe a plant, fernery or something of 
the type to break the monotony of the long expanse of polished floors, a 
psychological effect of a home-like atmosphere is created in the mind of 
the visitor, and he is inclined to be a little more tolerant. It is unfortu- 
nate that so many times hospitals do not weigh the impression that well 
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lighted corridors make, in their effort to save a few dollars on the elec- 
tricity bill. False economy is not justifiable, when the public carries away 
a wrong impression. 


The hospital is an important unit of society and the present trend is 
to establish a more complete service to the community, which will give 
the people a more intimate knowledge of its advantages to promote bet- 
ter physical welfare. Hospitals are trying to get away from the long jus- 
tified criticism that they completely absorb the patient who is entrusted 
to their care. If proper service it to be maintained, we must bear in mind 
the reaction of the patient to a new environment and retain, if possible, 
something of the old. The only element of the old which can be brought 
into the hospital is his family and friends. If we wish to create a situa- 
tion which will hasten recovery, we must recognize that the happiness of 
the family and friends is a real contributing factor. When serious illness 
occurs, they are called upon to spend weary, anxious hours, or possibly 
days, in the waiting rooms, sun parlors, or corridors. Because of their 
state of mind, they are apprehensive of every new thing that happens and 
it is a rare hospital whose personnel takes time to explain to them the 
necessity for the procedures that take place. There are many opportuni- 
ties where encouragement could be given and little courtesies shown. If 
these were always utilized, would it not bring about a friendlier spirit in 
the community toward the hospital and at the same time create a better 
environment for the patient? 


Another aspect to be considered is the feeling of the family and friends 
upon leaving the patient. Real tact is required to inspire in them absolute 
confidence that they are leaving their loved one to efficient and sympa- 


thetic care. 


The service must be consistent throughout the last minute that the 
patient is a guest in the hospital. Regardless of the type of service that 
has been rendered to him and his family, if he is discharged in a careless, 
disinterested manner, it will in a measure destroy the good impressions 
already formed. The value of a courteous, friendly dismissal, which 
makes the patient and his family feel that we are definitely interested in 
his future welfare, is most important. 


The effort of the front office to see that every courtesy is extended to 
the guest is often over-balanced by the most trivial floor happenstance. 
Does this mean that there are varying levels of courtesy in our hospitals? 
Do we have one courtesy level for the reception of our patients and the 
information desk; another level for the relatives and friends in the sev- 
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eral divisions of the hospital, and yet another for the medical staff and 
personnel? If hearsay is correct, it would almost seem to be true. Of 
course, you will say, “Well, this doesn’t happen in my hospital;” but even 
though you would not wish it to happen, can you be certain that it 
does not? 


Hospital executives have given so much thought to the economic side 
of the picture these last few years that they have had less time than for- 
merly for keeping in active touch with its varied program of personnel 
relationships. It is quite probable that with our changing personnel, many 
well established customs may have undergone almost a complete change, 
without the executive’s knowledge. A few days leisurely spent in the 
various departments would not only thoroughly acquaint you with the 
good work they are doing, but will bring you much closer to your staff. 
The discussion of present problems with them may be the needed stimulus 
for 2 few desirable improvements or changes in policy formation. No 
executive can be alert to all that transpires in his institution, but the more 
closely he keeps in touch with it as a whole, the more nearly it will func- 
tion as he desires. His interest accentuated by personal contact, bespeaks, 
and usually wins greater cooperation. That oft’ repeated phrase, “The 
hospital is the lengthening shadow of the superintendent,” is worthy of 
real thought. He sets the standard that the others follow. 


Hospital personnel must keep in mind that there are two lasting im- 
pressions upon the individual who visits the institution: the one created as 
he enters, until he steps off the elevator into the department in which he 
is to be located; the other, that one retained as he leaves the elevator to 
go home. 


AA 
° 





San Diego Hospital Changes Name 


Mr. A. E. Hodgeman, manager of the San Diego Hospital, 701 Seventh 
Ave., San Diego, Calif, advises that effective September 15 the hospital 
will be known as the Hoffman Memorial Hospital. The change is being 
made to properly perpetuate the name of the man in whose honor the 
hospital was originally dedicated. There will be no change in manage- 


ment or personnel. 


S, 
—_—_—_-* 





Alfred R. Hughes, president of the Board of Trustees of the Warren 
City Hospital, Warren, Ohio, and a life member of the American Hos- 
pital Association, died on September 17. 
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The Intern Problem 


By FRED C. ZAPFFE, M.D. 
Secretary, Association of American Medical Colleges, Chicago, Illinois 


HE PLACEMENT OF INTERNS and the time of selection of interns 
by hospitals have been topics for frequent discussion by medical 
schools and other organizations having an educational interest in 
the intern problem. Various plans of procedure have been suggested by 
the medical schools and by hospitals but none seem to have given entire 


satisfaction to all parties concerned in the matter. 


On several occasions this topic has been discussed more or less in- 
formally by the Association of American Medical Colleges as it was 
presented by one of its member colleges. Serious consideration was given 
to it by the Executive Council of the Association at its annual meeting 
in 1934. A study of the question was deemed worth while. The secre- 
tary of the Association was instructed to make such a study and to 
present his findings to the Executive Council at its next meeting. 


This study was begun and a preliminary report was presented to the 
Executive Council at a meeting held in June, 1935. The discussion of 
this report resulted in the appointment of a committee which was in- 
structed to confer witl. a similar committee from the American Hospital 
Association to be appointed by that Association at its convenience. It 
was felt that a satisfactory plan of procedure could be evolved. 


Important factors to be considered would seem to be the following: 


1. Improvement in educational advancement of interns, and 
systematic, organized service. 

2. Closer cooperation between medical schools and_ hospital 
authorities regarding the selection and training of interns. 

3. Wider choice, geographically and institutionally, of hospitals 
to which interns may be appointed. 

4. Setting a date before which hospitals would not make any 
effort to secure interns. 

The Association of American Medical Colleges is willing to support an 
arrangement with hospital authorities which will make it possible to set 
a uniform date before which no steps would be taken to secure interns 
for the next intern period of beginning service. 


Under the present system, interns are appointed at various periods 
during the year for future service. Thus, it is necessary for a student 
who desires an internship, especially if he has a definite choice of hospital, 
to begin early to make application for the position. Usually this activity 
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does not commence before the senior year in medical school, but some 
students, in their eagerness to secure an appointment, especially a desired 
appointment, begin to make application in their junior year. It has been 
stated by medical school authorities that the work of the students has 
suffered as a result of these activities. If the appointment of first choice 
is not secured, other applications are made and some medical school deans 
have said that they have written many letters of recommendation for a 
single applicant, thus increasing to a considerable degree the work of the 
clerical staff even if a form letter is used. A definite time of selection of 
interns, which would be the same for all hospitals, would ease the situa- 
tion considerably. 


In some cities, an endeavor has been made through the local hospital 
association to fix dates for examinations and appointments under an 
agreement providing that appointments will not be made prior to the 
time fixed by the association itself. This plan has worked fairly well in 
a limited way, but it does not, of course, extend beyond the municipal 
boundaries. 


It might prove advantageous to have junior students serve as junior 
interns in hospitals during the vacation period between the junior and 
senior years. If the student finds the hospital desirable, and his work 
is acceptable to the hospital, a formal appointment is likely to eventuate 
to the advantage of both the hospital and the recent graduate. 


It would seem that a fairly satisfactory date for making intern ap- 
pointments would be shortly after the first of the year, say, January 10. 
This date would enable students during the autumn months to formulate 
their ideas with regard to resident service, and at the holiday period to 
confer with the members of their families about their plans, to visit hos- 
pitals in person and to file formal application for appointment. Ap- 
pointments made on or about the date suggested, January 10, would 
assure the hospitals of having interns and set the student’s mind at ease 
long before he begins to think about final examinations and before the 
dean’s office begins preparing for Commencement. 


The fifth or intern year is far from being a universal requirement for 
graduation, either by medical schools or by state medical licensing boards. 
Fifteen medical schools and nineteen states have such a requirement. 
Some of the fifteen medical schools are located in states which do not 
have the intern requirement, and six of the nineteen states requiring the 
intern year for licensure do not have any medical schools within their 
boundaries. 
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The Association of American Medical Colleges, though it has discussed 
the matter, has not seen fit to make the intern year a requirement for 
graduation because of the almost complete absence of educational control 
by proper authorities—the medical schools—of this year. It is not pos- 
sible for the medical school to be held accountable for work which it 
neither supervises nor controls. A state board of iicensure may require 
one year of resident service in a hospital offering a rotating service, with 
certain facilities specified, in which case the hospital becomes a part of 
the medical education system of the country and should be held account- 
able for the satisfactory character of the experience of its interns. 


Hospital staffs do not, as a rule, concern themselves, at least in an 
orderly, well organized manner, with the educational advancement of the 
intern. Systematic courses of instruction for the interns are lacking in 
most hospitals, even in hospitals which could set up a good program for 
the continued education of the intern, aside from the practical experience 
he receives. Thus, the intern year is a service year, one which only meets 
legal requirements and the requirements for graduation of most medical 


schools. 


Medical schools are not at all satisfied with this state of affairs. They 
are not unwilling to make the intern year an educational year, the fifth 
year of the medical course. But to bring this about it is necessary to 
secure the fullest cooperation of hospital authorities and hospital staffs, 
especially the latter. All parties concerned in this problem are agreed 
that something should be done to make the intern year a real educational 
year, and, to the credit of some hospitals, be it said that effort has 
already been made to set up an educational program for the intern which 
will, doubtless, eventually satisfy every demand. 


The hospital is the clinical laboratory of the medical school. There- 
fore, its service to medical education should be educational. To make it 
so, the closest possible cooperation between medical schools, hospitals and 
hospital staffs is essential. A program might be set up by the medical 
school, as it does for the four years of the medical course, and the staff 
would serve as instructors and carry out the program, thus making it an 
integral part of the medical course. Interns would be graded on the 
quality of their work and their record at the end of the year would be 
considered for graduation. Intern, hospital and staff would profit from 
such a plan. 


The Association of American Medical Colleges has for sometime been 
considering the establishment of an intern placement bureau, a central 
agency, which would give service to the student seeking an internship, 
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to the hospitals in securing interns and to the medical schools by relieving 
them of the need to secure internships for their graduates or assist them 
to secure internships. This service would be entirely a volunteer service. 
It might be of considerable benefit to hospitals in securing interns when 
they are in dire need of their services, especially at that time of the year 
when appointments are not made in large numbers; and it would be of 
advantage to the occasional student who has failed to secure a satisfactory 
appointment at the end of the period during which the hospitals make 
their appointments. Failure to secure an appointment is sometimes occa- 
sioned by a student of good abilities who has focused his attention on 
one hospital failing to receive an appointment and being left without 
opportunities of equal merit in his own particular region. A central 
agency of this sort might also have considerable influence in making the 
staff of some weak hospitals more keenly aware of the importance of the 
quality of the training offered by them to interns and take steps to 
elevate the quality of systematic training offered. Such hospitals would 
find it less difficult to secure interns than they do now. 


There is on file in the office of the Association of American Medical 
Colleges a great deal of information on every medical student from the 
time he made application for admission to the course up to his graduation, 
especially his accomplishment in medical schools and his competence. 
Thus, it would not be difficult for the placement bureau to make recom- 
mendations for internships to hospitals which would meet all require- 
ments. Plans for such a service have been made, tentative, it is true, 
but they have met with the approval of such hospital authorities as 
have been asked for criticism. Students who desire an internship could 
file an application with the bureau, stating service desired, length of 
service, preferred hospitals—giving first, second and third choice. This 
application would be supplemented by the information on the student 
which is already on file in the office of the Association. Hospitals could 
file with the bureau what sort of interns they desire, from which medical 
schools, and give specifications covering all phases of their internships— 
time of appointment, number of interns desired, length and nature of 
service, opportunities for continued study, number of beds, whether or 
not an educational program has been set up and whether staff will carry 
it out under the direction and control of the medical school. 

There is a growing conviction of the need for such ar agency. While 
not all graduates nor all hospitals would find it necessary to call on the 
agency for service, some hospitals do find themselves without interns 
and some graduates are left without an internship. For such a placement 
bureau would be of service. 
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If the hospitals will definitely enroll themselves as a part of the medical 
education system of the country, a mutual discussion of the hospital as 
an educational factor in the development of physicians would be of 
advantage to medical schools, hospitals and, more particularly, to the 
young physicians themselves. A discussion of the whole problem from 
the standpoint of the medical school, the intern and the hospital would 
be valuable and interesting. 


— 


The Volume of Free Care in New York City 
Hospitals 


Dr. S. S. Goldwater, Commissioner of Hospitals, has compiled some 
figures which show income received and savings effected for the first 
six months of 1935 as the result of work performed by the financial 
investigators of that Department. Dr. Goldwater says: 

“While the public hospitals are primarily for the indigent sick, many 
injured or acutely ill people brought in by ambulances or otherwise are 
found able to pay for treatment and are charged accordingly, as the law 
specifies. Other patients are not residents of the city; they, too, are 
expected to pay, if possible, but if too poor the state or counties reimburse 
the Department of Hospitals. Further, money is received for the care 
of patients covered by the Workmen’s Compensation Law or those who 
recover damages for injuries received. From these various sources 
$253,000 was collected during the half-year, which is over $50,000 more 
than for the corresponding period of 1934. 

“When time permits, investigations are made before treatment and 
those applicants able to pay, or found to reside outside of the city are 
disapproved. Those rejected for maternal care and for tonsil and adenoid 
operations effected a saving of $65,000 which would otherwise have been 
spent by the city for their care and treatment. 

“Voluntary hospitals which are paid for the care of some of their 
indigent patients had a sufficient number of submitted cases rejected after 
investigation to save the city over $230,000. 

“At this rate the receipts and savings for the year will amount to 
$1,100,000 as the result of the financial investigations conducted by this 
Department. Dispensary investigations which have been started recently 
are expected to eliminate improper cases which, if admitted, would cost 
the city not less than $100,000. 

“Notwithstanding all this, the total volume of free medical care which 
the Department of Hospitals is obliged to furnish is steadily increasing 


”> 
in volume. 
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The Role of Hyperpyrexia in the Fight Against 
Venereal Diseases 


By HEINRICH F. WOLF, M.D. 
New York, N. Y. 


HE PRODUCTION OF ARTIFICIAL FEVER by physical means may be 

considered as one of the major achievements of modern medicine. 

The literature on the subject is so extensive that it will not be 
necessary to dwell on the indications. Nor is there any need in a paper 
such as this to enter into the physiological aspects of these methods. 
Though the physiological changes during the treatment are considerable, 
the patient returns to normality promptly and quickly, and, as far as 
our present knowledge shows, the temperature elevation seems to be the 
primary active factor in the action of artificial fever methods. For this 
reason any allusion to the effect on physiological function will be omitted. 


Reports show that hyperpyrexia produced by physical means is just 
as successful as malaria in the treatment of general paresis. The statistics 
given demonstrate practically the same percentage of remissions. 


The results in multiple sclerosis are not, unfortunately, as convincing. 
First, on account of the normal course of the disease, which shows remis- 
sions and exacerbations, and, secondly, because the symptoms of the 
so-called multiple sclerosis are just symptoms which do not indicate 
necessarily the type of pathological progress. I have pointed out this fact 
in my article on “The Theory and Practice of Hyperpyrexia” in the 
Medical World, February, 1935. It should, however, be given a trial, and 
the results which I obtained were very encouraging. 


The effect of these treatments on corneal ulcers and on iritis reported 
by Whitney are also most gratifying. 


In my opinion, the most outstanding usefulness of hyperpyrexia lies 
in the treatment of gonorrheal infection. The reliability of this form of 
treatment is far greater than that of salvarsan in syphilis. Comparing 
the sensation which the latter discovery produced in the world, it seems 
to me that the relatively poor response of the medical profession to hyper- 
pyrexia in gonorrhea should cause more astonishment than the results 
themselves. It will be found but rarely in the history of medicine that 
an absolute uniformity exists in the reports on any form of treatment of 
any condition. Such, however, is the case with hyperpyrexia in gonorrhea. 
Even the percentage of cures is practically the same. Those who use 
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the most efficient methods for producing fever can boast of practically 
100% in cures; in acute gonorrheal arthritis they are 100%. In chronic 
cases with joint destruction no results can be expected, as the bacteria 
in these cases have already disappeared and hyperpyrexia, which kills the 
gonococcus, has no effect on regeneration of joint tissue. 


One of my patients with gonorrheal arthritis and positive blood cul- 
ture became perfectly well after four treatments. A patient with a 
gonorrheal tenosynovitis of an index tendon which had to be incised, got 
well after one single treatment applied after the operation. The wound 
healed by primary intention. 


Consider the fact that we can actually cure hitherto incurable diseases 
and still we protagonists of this method have to fight an uphill fight 
against indifference. The use of dead bacteria, of proteins and other non- 
protein substances has been in common use for years. However, such 
substances can in no way compare with the use of artificial means. First, 
in the former the increase of temperature is brought about by a con- 
traction of skin vessels and production of chills, which in itself may, or 
may not, have a special influence on the physiology of the body. It is 
not purely a temperature elevation. Secondly, we cannot control the 
temperature elevation, and, thirdly, we cannot stop it at will if, for one 
reason or another, we wish to do so. For logical and scientific reasons 
we should not use these methods because we cannot control them and 
because we do not entirely know their dynamics. 


Physical means are by far superior in the production of artificial fever 
than the methods needing injection of medicinal substance. In the August 
edition of the New York Physician 1 have discussed the various forms of 
technic and have pointed out that the methods used for production of 
fever are irrelevant. Hot, humid air is the most convenient, comfortable 
and quickest method of producing it in a hospital, and a strong diathermy 
apparatus is best employed when treating the patient in his home. 


There is, however, one difficulty which stands in the way of general 
application, and this is the cost of equipment and application. While the 
cost of equipment could be disregarded as far as the patient is concerned, 
the cost of a single treatment cannot. The average duration of a treat- 
ment may be figured at four hours, and, if we consider the necessary rest, 
we may say seven to eight hours. Such treatments can only be given at 
a price which must be considered prohibitive for a large part of the 
population, even if we consider the fact that the treatments may bring 
about a permanent cure. As a rule several treatments are required. 
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It is here where it becomes the duty of the community and the hospital 
to step in and supply those that need it with the 1. :cessary method of cure. 


There is particularly one aspect which has not been sufficiently con- 
sidered, namely, the importance of veneral diseases. It has been estimated 
that more than 30% of the male population is afflicted with gonorrhea. 
In the artificial fever we have a method of permanently curing the 
gonorrheal affections. The health departments all over the states make a ' 
laudable effort to stamp out communicable diseases such as diphtheria. 
Diphtheria may kill a few hundred children but gonorrhea incapacitates 
thousands of women, makes man and woman sterile, and brings about a 
variety of complications such as blindness, arthritis, etc. 


In the case of diphtheria we find many who doubt the efficiency of 
prophylactic injections, but no one with any experience can doubt the 
effect of artificial fever on the gonorrheal diseases of all forms. The 
results obtained and proved by biopsy are unheard of. I can cite from 
experience the case of a patient in whom, in spite of a very acute gonor- 
rhea which led to an involvement of the adnexae, the tubes remained 
patent when the patient was subjected to three treatments of artificial 
fever which cured her. She had an ectopic pregnancy and at the operation 
the other tube was found patent. 


In my opinion it is time for the state and the community to start a 
war against this plague, a war which could not but be successful. If we 
can force a father to have his diphtheritic child treated with antitoxin, 
why should we not be allowed to force a man or woman carrying danger- 
ous organisms to submit to an equally efficient treatment. Do not let us 
forget that every such focus actively and efficiently eliminated means 
the elimination of a source of new foci. Let us be done with foolish 
hypocrisy and modesty. Let us yell it from the housetops that gonorrhea 
can be cured and that he who does not avail himself of these methods is 
committing a crime against his fellow citizens and the future generation. 


It is in this here that the hospitals are bound to play an important 
part. Each hospital should be equipped with a special department in 
which patients, even though ambulatory, can be treated with hyper- 
pyrexia. We cannot conceive of a hospital without an operating room and 
a laboratory. An apparatus to give hyperpyrexia should be made obliga- 
tory to obtain an Al rating. Such departments, though run by the 
hospital and its staff, could and should be accessible to every physician 
of good standing. The treatments with hyperpyrexia are very strenuous. 
Patients with heart and kidney disease could not be subjected to a 
strenuous application such as is needed in case of gonorrheal affection. 
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Type of apparatus used to give hyperpyrexia 


The cooperation of the family physician is not only advisable but neces- 
sary. No such treatments can be given without medical supervision, not 
on account of the technic, which can be mastered by a technician, but 
due to the possibility of an unexpected reaction of the patient. This tends 
to increase the cost of the treatment, but charges which could be made 
to those who can afford them would be sufficient to pay for those who 
cannot. Such material consideration, however, should play no part if 
we are face to face with the possibility of freeing humanity of a scourge 
which threatens the life, welfare and happiness of this and future 
generations. 


This fact cannot be sufficiently stressed. It becomes the duty of the 
medical profession to embark on a war against gonorrhea. The public, 
the patients, should be informed that the success of the treatment is not 


problematical, that the experimental stage has been passed long ago, and 
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that we can promise the patient a result with a probability bordering on 
certainty. We must show and explain to him that a few of these treat- 
ments, though truly disagreeable and individually expensive, will be 
economical in the end and will save him and probably his wife and 
children from invalidity, anxiety and misery. 


Summary 


In artificial fever we have a reliable, efficient and harmless method of 
curing not only heretofore incurable disease, but of combating the spread 
of certain venereal diseases such as gonorrhea. 


The unavoidable cost of treatments makes it impossible for the patient 
of moderate means to avail himself or herself of those treatments. 


It becomes the duty of society to equip every hospital with the neces- 
sary apparatus and supply the necessary staff to administer these 
treatments. 


It also becomes its duty to make it generally known that we have a 
method which can, with the greatest degree of certainty, cure a gonorrhea 
by a few treatments. 





o, 
° 


The Institute for Hospital Administrators 


As this Bulletin goes to press the 1935 Institute for Hospital Adminis- 
trators has just closed its session with a registration of 113 from all over 
the United States, Canada, Puerto Rico, and Hawaii. 


The Committee on the Curriculum of the Institute had arranged a 
fine course of lectures, seminars, and round tables, in charge of seme of 
the most prominent hospital authorities in the United States and Canada. 
In the afternoons clinical demonstrations were held in the various hos- 
pitals in Chicago. The Committee provided transportation from Judson 
Court to the various institutions visited. 


The University of Chicago, the Chicago Hospital Association, and the 
hospitals of Chicago cooperated to make this Institute the most successful 


of the three that have been held. 


The value of the Institute to those who attend increases with each year, 
and the Committee has already begun a study of additional features for 
the Institute which will be held in 1936. 
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The Policies of Local Governments 


with Regard to Hospitals 


Report of a Study Conducted by the Council of the 

American Hospital Association in Cooperation with 

the Bureau of Medical Economics of the American 
Medical Association 


The role of government has recently been increasing in many ways. What 
have been the recent trends in governmental policies regarding hospitals? We 
knew that during the past ten years the number of hospital beds maintained 
by local, state and national governments has been increasing more rapidly than 
the beds in hospitals maintained by voluntary organizations. As a matter of 
fact during this period, the government beds have grown 47 per cent while the 
increase in non-governmental beds has been only about 17 per cent. 


A large part of the hospital beds furnished by government are in institutions 
dealing with particular diseases for which the public has assumed responsibility, 
notably mental disease and tuberculosis. The issues with which the present 
paper is concerned, however, relate to general hospitals, not to these special 


institutions. 


An increasing number of cities and counties have established their own 
general hospitals, maintained by these local governments, although the number 
of communities in the country which depend entirely on non-governmental 
general hospitals is still more than double the number which have a local 
governmental institution. Only a few states maintain general hospitals. An 
important question is the extent to which the city, county and state hospitals 
confine their service to those persons who are unable to pay for hospital care. 
Another question of present importance is the extent to which the funds of 
local and state governments are used to pay for hospital care of indigent 
persons in non-governmental hospitals in the many communities in which no 
local governmental hospitals are available. 


To what extent do general hospitals, owned and operated by cities, counties 
and states furnish hospital service to all classes of the community, and not 
merely to the “poor”? To what extent do these governmental general hos- 
pitals receive the paying patients of private physicians? To what extent do 
non-governmental general hospitals receive payments from tax funds for the 
care of indigents? 
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The Council on Community Relations and Administrative Practice of the 
American Hospital Association and the Bureau of Medical Economics of the 
American Medical Association have jointly conducted a study of the scope 
and functions of governmental general hospitals which bears on these and 
related questions. In this study, questionnaires were sent to 426 governmental 
general hospitals, these being all the general hospitals in the country which are 
under the control of cities, counties or states. Federal hospitals were omitted 
as well as special governmental hospitals, such as for nervous and tuberculous 
patients. Of the 426 questioned, 309 (74%) responded and 117 were not 
heard from. Only 35 or about one-tenth of the hospitals responding were 
state-controlled governmental hospitals, so this study mostly concerns the city 
and county hospitals. 


The questionnaires have been compiled and analyzed for the Council by 
Mrs. Marcella River Lehmann. The advice and cooperation of Dr. R. G. 
Leland of the Bureau of Medical Economics of the American Medical Associa- 
tion is gratefully acknowledged by the Council. 


It was discovered that the large majority of these governmental general 
hospitals, in addition to caring for indigents, were caring for patients who 
were paying some or all of their hospital bill. In small cities a larger percentage 
of the patients were of this paying type than was the case in the large cities. 
Undoubtedly, in the large cities, with a great many more indigents, there were 
more demands for free beds and governmental general hospitals did not have a 
great many other beds available for paying patients. 


ACCEPTANCE OF PAYING PATIENTS BY GOVERNMENTAL 
GENERAL HOSPITALS 


By Size of Cities for the Year 1934 


Under 4,000- 16,000- Over 
4,000 15,999 100,000 100,000 Total 
Number of governmental general hos- 
pitals accepting paying patients..... 43 111 59 v2. 265 
Number of governmental general hos- 
pital; not accepting paying patients. . I 10 7 15 33 
298 
istmamenreraae Sh Gictessiais sialon. 0oa76 Siete 3 


301 


It was found that the majority of governmental general hospitals were con- 
trolled by a city, or jointly by a city and county. These two classifications 
account for more than 50 per cent of them. County hospitals came next and 


state hospitals were last, the exact numbers being as follows: 
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City hospitals 138 
County hospitals 106 
City-County hospitals 19 
State hospitals 35 
Not answered 3 

301 


Of the small group of 35 state hospitals which answered the questionnaire, 
14 were state university hospitals and 11 were hospitals located in the three 
states, Pennsylvania, Mississippi, and Louisiana. The majority of these state 
hospitals have adopted the policy of admitting paying patients; only five re- 
ported that they did not do so. The average percentage of the gross expenses 
received by the 30 hospitals which admit paying patients was 42 per cent, the 
average being taken from a range which started at 3 per cent and ran as high 
as 112 per cent. Most of these state-controlled hospitals were large hospitals, 
but ten of them had bed capacities of less than 100 beds. 


It was thought that perhaps the governmental general hospitals which re- 
ceived paying patients as well as indigents were the only hospitals in their 
county and thus, had to be used by rich and poor alike. This was not wholly 
true, although it was found that in every case where a governmental general 
hospital refused to admit paying patients, there were other private hospitals in 
the county to accommodate them. As the following table shows, however, 
there were twice as many governmental hospitals accepting paying patients in 
counties containing private hospital facilities as in counties without other 
hospitals. 


ACCEPTANCE OF PAYING PATIENTS BY GOVERNMENTAL 
GENERAL HOSPITALS 
By Location in Counties with Other Hospitals 
For the Year 1934 
No. of Govt'l Gen’l Hosps. 
Accepting Paying Patients 


With other general hospitals in county..............004- 187 
Without other general hospitals in county..............6- 78 
DR CRA ea citer a ketat 3 tater See eie'e: oval ashen afed el ate ele: Mara ntna aad 265 


In general, it may be said that the governmental general hospitals accepting 
paying patients are small hospitals, located in small cities. As the following 
table shows, 116 of the total were hospitals of less than 50 beds and 154 of 
the total were located in towns with less than 16,000 population. 
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ACCEPTANCE OF PAYING PATIENTS BY GOVERNMENTAL 
GENERAL HOSPITALS 


By Size of Cities and Size of Hospitals 
For the Year 1934 








Size of Cities——_—_—_—— 
Under 4,000- 16,000- Over 


Bed Capacity 4,000 15,999 100,000 100,000 Total 
NEPA YIN 8 26 s'osa hu aaNet Bier eMeteoue none 32 79 5 0 116 
DIRS he alo AeA aichote ech wl swer anes 7 23 20 3 53 
LOC SE | aS ae aaa ae en een CORO 4 7 31 30 72 
POON ATIG FONEE. 5-65 Saw aronieiceeetnats 0 2 3 19 24 

PROMS cs lec xeca ovarian ule Serine labakacsip easing 43 PEL 59 aL 265 


Conversely, the 33 hospitals refusing to admit paying patients could be said 
to be large hospitals in large cities. Half of them exist in cities with popula- 
tion over 100,000 and half of them are hospitals between 100 and 500 in bed 
capacity. 

GOVERNMENTAL GENERAL HOSPITALS NOT ACCEPTING 
PAYING PATIENTS 


By Size of Cities and Size of Hospitals 
For the Year 1934 


—_——Size of Cities——____ 
Under  4,000- 16,000- Over 





Bed Capacity 4,000 15,999 100,000 100,000 Total 
CCS oe | Sse ea an ee — ie 4 1 
SIT ia 6555 oxo Rrseiiloce Wer easd Sie% HERES mec 4 1 
DORE IS 625 68 a hiciconine sla ceieiees 1 2 3 9 15 
JU, Der ote (0) -) aR 2 6 
PAR aa esis 6 XeondKSs, $59 Tarte isrouaibrararstalers l 10 7 15 33 


A great many hospitals reported that they admitted doctors’ private patients 
to the hospital, whether or not they charged this group for their hospitalization, 
but the number of hospitals permitting physicians to collect fees from these 
patients was slightly smaller. 


GOVERNMENTAL GENERAL HOSPITAL POLICY WITH REGARD TO 
PHYSICIANS’ PRIVATE PATIENTS 


Cities with Population Cities with Population 


Hospital Policy under 100,000 over 100,000 
Number Percentage Number Percentage 

Admit physicians’ private patients..... 188 85% 35 53% 
Don’t admit physicians’ private patients 19 15% 31 47% 
Permit physicians to collect fees from 

PDESEMPAOIODUG = sho -o:c%eseecetbie o wale serwis:s 179 83% 24 36% 
Don’t permit physicians to collect fees 

ROM: EHESE PAbICNtS: <:0'si<5 0.0 ¢ise2sines 6 37 17% 42 64% 
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Private patients, it was figured out, were 58.1 per cent of the total patients 
admitted in the small-city governmental hospitals and 9.9 per cent of the 
total patients admitted in the large-city governmental hospitals. These per- 
centages, naturally, are figured only from the statistics of those hospitals 
admitting paying patients, as follows: 


PERCENTAGE OF PRIVATE PATIENTS TO INDIGENT PATIENTS IN 
GOVERNMENTAL GENERAL HOSPITALS IN 1933 


Cities with Population Cities with Population 


under 100,000 over 100,000 
Average total admissions per hospital.... 1,542.5 12,167.9 
Average number of private patients...... 896.6 1,210.7 
Percentage of private patients to total ad- 
WNNIARIOVANIDY 355. sh Coss ate Od whe eer eae eae a 58.1% 9.9% 


What effect did the acceptance of paying patients have on these govern- 
mental general hospitals? Did this action help to balance the budget? Did it 
help the hospitals at all financially? 


The same ratio held true in financial considerations. The smaller hospitals 
in the small towns gained the most by using this plan; the very large hospi- 
tals in cities with over 100,000 population which did use the plan felt very 
little effect financially. Those hospitals in cities with population under 4,000 
received on the average 50 per cent of their gross operating expenses from 
patients’ payments*; hospitals in cities between 4,000 and 16,000 population 
met 58 per cent of their gross operating expenses from this source; hospitals in 
cities between 16,000 and 100,000 met 60 per cent of gross operating expenses, 
whereas in cities over 100,000, the hospitals recovered only 28 per cent of their 
gross operating expenses from patients’ payments. The following table shows 
in detail the relations between bed capacity, size of city, and percentage of 
gross operating income paid by patients’ fees in those hospitals accepting such 
payments. 


RELATION OF PATIENTS’ PAYMENTS TO GROSS OPERATING EXPENSES 
IN GOVERNMENTAL GENERAL HOSPITALS 


Percentage of Total Gross Hospital Operating Expenses in 1933 Covered 
by Patients’ Payments 





—__—_—_—_—_—Size of Cities 


Bed Capacity Under 4,000 4,000-15,999 16,000-100,000 Over 100,000 
Witvglee SONS cin ce nate 62.2% 75.4% GO6G% + i seses 
BOY RG DN ware kca wicrein ae 45.4% 15.2% 85.1% 49.5% 
TOU CO FOP ie ccrtckc 36.7% 29.1% 46.8% 24.5% 
COOP an OVERS Gsincce “Seacs 11.9% 29.1% 12.7% 
*The percentage from private patients is not known. 
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In general, the above table may be summarized as follows: In cities under 
100,000 population (the first three groups in the above table), patients’ pay- 
ments covered on the average 62.8 per cent of gross operating expenses in 
governmental general hospitals, while in cities over 100,000 population the 
average was only 20.7 per cent. In the same way receipts from taxes were 
related to gross operating expense. It was found that tax receipts in the small- 
city governmental general hospitals (from city, county, etc., funds) were 
only 45.9 per cent of gross operating expenses, but were 90.2 per cent of gross 
operating expenses in the large-city hospitals. 


The fees charged patients for accommodations in governmental general 
hospitals accepting paying patients seem to run about the same as those in 
similarly located voluntary hospitals. The average rates for various types of 
accommodations are as follows: 


AVERAGE FEE RATES IN GOVERNMENTAL GENERAL HOSPITALS 


Hospitals in Cities with Hospitals in Cities with 


Class of Accommodation population under 100,000 population over 100,000 
WARE eS a coceue iene ler aieicraceigraliecewito’s a Ay $3.24 
RVRNDABNIVACC ici osaceieiasra atere ascites’ 3.72. 5.63 
BAP ARS = carci ncgusis ator shecele SeaaiGiars 5.19 7.14 
PEO AREINOUL soe anwsintew-erciantila 3.81 3.48 


The superintendents of these governmental hospitals were most often nurses 
in the small cities, doctors in the large cities. The following table classifies the 
superintendents according to their educational background so far as revealed 
by the questionnaires: 


CLASSIFICATION OF SUPERINTENDENTS OF GOVERNMENTAL 
GENERAL HOSPITALS 


For the Year 1934 


-——_———Hospitals in cities with——- - 


Less than More than 
Educational Background 100,000 population 100,000 population 
Number Percentage Number Percentage 
METAS SE GARIN C Wi's ois 1eiern cob pnis: SaeEO onlerocdre ANTS 40 17% 39 63% 
BRIERE 7 atsio inlet iotes is whtatalne Saw eloaamees 161 71% 5 8% 
GME LAN UAES ix aes ovine Secnere-aieeis 5 2% 1 1% 
IGG RACE hig ain Sis Sams s de Sear aees 28 10% 22 28% 
234 100% 67 100% 


The superintendent, it was found, is most frequently appointed by the 
Board of Trustees, although the Department of Welfare or other public agency 
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rivals the Board in large cities in authority to appoint. One or two other groups 


have the appointment of the superintendent in some places as follows: 


METHOD OF APPOINTMENT OF SUPERINTENDENT IN GOVERNMENTAL 
GENERAL HOSPITALS 


—————Hospitals in cities with—————— 


Less than More than 
Appointing Body 100,000 population 100,000 population 
Number Percentage Number Percentage 
Board of Trustees, Supervisors, etc..... 174 THNA% 28 47% 
Hospital Executive Committee........ 14 6% 5 9% 
Mayor and/or City Manager......... 10 4% 2 3% 
Mayor“and City Council. 6.6.0 606006 2 1% 
Department of Welfare (or other public 
PUM V ME cecieieiain or ste afer erel bie’ eave aiaicterats 24 10% 24 41% 
Medical Advisory Board............. 3 W4% 
PR oo ielere essen ora bi elucenlileng lb pidtorets 4 2% 
231 100% 59 100% 


The Board was also mainly responsible for the appointment or dismissal of 
the staff, although authority was usually given to the staff to nominate other 
staff members. Quite often, in the large cities, the medical society nominated 
staff members and the Department of Public Welfare appointed or dismissed 
them. 


METHOD OF NOMINATION, APPOINTMENT AND DISMISSAL OF STAFF 
IN GOVERNMENTAL GENERAL HOSPITALS 





Authority to Authority to. 

Nominate Staff Appoint or Dismiss Staff 

Under 100,000 Over 100,000 Under 100,000 Over 100,000 

No. Percent. No. Percent. No. Percent. No. Percent. 
ERNE: Sota Ug 43 32% 1 2% 90 61% 14 25% 
Hospital Exec. Com... 25 18% 12 21% 20 14% 13 23% 
Dept. of Welfare.... 11 1% 5 8% 15 10% 24 42% 
BRE nad retarded acetate 46 33% 21 36% 11 1% 2 3% 
Staff and Board...... 3 2% ae areas 3 2% aie aval 
Medical Society ...... 11 1% 17 29% 6 4% 3 5% 
EDGE ogierias sraces are ps 1% Zz 4% 3 2% 1 2% 
141 100% 58 100% 148 100% 57 100% 


How do governmental general hospitals compare with voluntary general 
hospitals in average number of admissions, average length of stay, etc.? In the 
governmental general hospitals studied, the following figures were found: 
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AVERAGE LENGTH OF STAY IN GOVERNMENTAL GENERAL HOSPITALS 


Cities with Cities with 
less than more than 

100,000 population 100,000 population 
Average total in-patients per hospital........ 1,542.5 12,167.9 
Average total patient days per hospital....... 23,701.6 263,340.8 
Average length of stay in days per patient.... 15.4 21.6 


In a recent study of Chicago hospitals made by the Council of Social 
Agencies, the average length of stay per patient in voluntary hospitals was 
12 days. According to the same study, the length of stay was longest in 
governmental hospitals, with 21 per cent of the patients in governmental 
general hospitals reporting stays of more than two months. The United Hos- 
pital Fund of New York, reporting on twenty voluntary general hospitals for 
1933, finds the average in-patients per hospital to be 7,125.8, the average 
number of in-patient days per hospital to be 91,435.5, and the average length 
of stay, 12.8 days. These figures are considerably lower than our findings 
for governmental hospitals. 


In conjunction with this study of governmental general hospitals, in order 
to answer those questions still unanswered, another study was made by the 
American Hospital Association with the cooperation of the American Public 
Welfare Association. This study attempted to discover the disposition of 
indigent cases needing hospitalization by county public welfare officials. Were 
such indigents being sent to governmental hospitals in the county, to govern- 
mental hospitals in neighboring counties, or to local non-government hospitals? 
If to the last-named, were the hospitals paid from public funds for caring for 
these patients, and on what basis were the payments made? 


The questionnaire given in the Appendix was sent to about 950 local public 
welfare officials in as many counties in seventeen states.* The list of public 
welfare officials in these seventeen states was very kindly furnished by the 
American Public Welfare Association. The State Department of Welfare in 
New York itself filled out questionnaires for every county in the state, so these 
answers were tabulated with the others, making eighteen states altogether. 
Questionnaires were sent to a public welfare official in every county of these 
eighteen states, the states having been selected with a view to representing all 
different sections of the country. 


Answers were received from 572 counties in these 18 states, or about 60 
per cent of those sent out were returned. There were in reality 624 answers to 





*Alabama, Arizona, California, Colorado, Georgia, Kansas, Michigan, Minnesota, 
Mississippi, New Hampshire, New Mexico, North Carolina, Ohio, Pennsylvania, 
Virginia, Washington, Wyoming. 
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the questionnaire, because from the state of New York answers were sent by 
109 cities and not by counties. These 109 cities covered 57 counties, so that in 
most of the computations New York was represented by a total of 57 counties. 
New Hampshire made a 100 per cent return, all counties reporting. The 
average for all states included in the study was a 47 per cent return. The 
figures are given in Table I in the Appendix. 


Over two-thirds of the counties answering the questionnaires had no govern- 
mental hospitals at all, so this method of hospitalizing their indigent sick was 
denied them. 


NUMBER OF COUNTIES ANSWERING QUESTIONNAIRE WITH OR 
WITHOUT A GOVERNMENTAL GENERAL HOSPITAL 





Counties with a governmental general hospital...............0e ee eee 124 34% 
Controlled by COUNES..6046 acs oies ce twee kates 87 
CONEONEE DY CIO) de vic sieice'e- sine a git aieelcntavads 28 
Contltrolled Dy staters «aes. wsiee cicleimnneviene cinlseig ees 9 

Counties without a governmental general hospital...............006+ 376 66% 

572 100% 


Of these 376 counties answering the questionnaire which had no governmental 
hospital of their own, 232 or 62 per cent sent indigent patients to govern- 
mental general hospitals elsewhere. Many of these, however, also used local 
non-governmental hospitals. 


By far the most frequent method of hospitalizing indigent patients was by 
means of local private hospitals to which payments were made from tax funds. 
Out of a total of 609 counties, 428 or 70 per cent stated that they paid for 
the hospitalization of their indigent sick in the local hospitals. Of the 30 per 
cent of counties which did not use non-governmental hospitals at all, more 
than half were found to be using a governmental hospital of their own or of 
a neighboring county. 


As to method of payment, that most frequent was by a specific amount per 
patient-day, as shown in the following: 





Paynient: by lamp stint method). 2 «sacs ic ova a vende cect coke Mowsueanseoeas 64 
Payment By amount: per patient Gays <i. 1s: cs «ie-0 0 c:d isle teuatorcine s wrete ca loiaen 361 
Moethind: 206 (statetic <:¢ asc: <-<'t7s/a.0eus'ea) wera cou cc's olor alee ha cise Oana chele  Sekey are alee a 17 

428 


Fourteen counties reported both methods of payment and are recorded in both 
the figures; consequently, 14 has been deducted from the total to give the 
correct number of counties answering. 
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CONDITIONS IN COUNTIES NOT PAYING PRIVATE HOSPITALS 
FOR CARE OF INDIGENTS 


Counties not paying Private Number 
Hospitals for Care of Indigents of Counties 

Have aifovernmental general Whospitals. «sia 6. s:estswiis sale es ere ae 9 where 46 25% 
Use governmental hospital outside of county...........0..ee eee 2) 30% 
Relict funds pay fOr dNGiGent Cale. . <.siecp occ pec cine se view ene 9 5% 
Privaterchatity mays fOr Indigent Care's. 62:50 01) <idisisie eaiy sees ele's 10 5% 
No hospital at all within reasonable distance...........+e.eeeeees 3 2% 
Claims to have a governmental hospital, though none listed......... 5 3% 
awe nto cektama LON eae 6 oes ciosco ieee ore oie orar0' 44) vereo8 pba eyes on. eames or 53 30% 

181 100% 


Study was made of the questionnaires to give a general picture of what 
these 572 counties were doing to take care of the hospitalization of their 
indigent sick. The questionnaires were divided up by size of city in which 
the public welfare official answering was located, and then tabulated by their 
method of hospitalizing indigent sick. New York state was omitted because 
of the duplication previously referred to. The following table clearly indicates 
that the commonest usage is to hospitalize indigent sick in private hospitals, 
paying for their care from tax funds: 


PAYMENT FOR HOSPITALIZATION OF INDIGENTS IN COUNTIES WITH 
AND WITHOUT GOVERNMENTAL GENERAL HOSPITALS 


Pay for Do not pay 
indigents in for indigents in 
non-governmental non-governmental 
hospitals hospitals 
Number of counties having governmental 
DENeTAWINOSPIEAIG: 6 .0\:5 6 6010s alesse -orb 6 one 6 43 7.8% 47 9.0% 
Number of counties without governmental 
BOMELALSNOR PIAS «65.5 55: ore are: niece voces ous ace 293 56.7% 132 26.5% 
336 64.5% 179 35.5% 


When these data are analyzed in reference to the various sizes of cities, it 
is found that 93 per cent of the small towns are without governmental general 
hospitals, but that 63 per cent of such cities pay for care of the indigent in 
local non-government hospitals. In the large cities, the first figure is reversed; 
89 per cent of the largest cities have governmental hospitals of their own, and 
in addition, 44 per cent of these same cities pay for care of the indigent in 
other local hospitals. 
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POLICIES USED WITH REFERENCE TO PAYING FOR INDIGENT SICK 
IN DIFFERENT SIZED COMMUNITIES 





——_—_——_———— Population of Cities ——— 
Manner of Hospitalizing Under 4,000 to 16,000 to Over 
Indigent Sick 4,000 15,999 100,000 100,000 


. Cities that do not have a gov- 
ernmental general hospital but 
pay for indigents in local 
private hospitals .......... 186 59% 74 63% 31 50% 2 11% 


. Cities that do not have a gov- 
ernmental general hospital and 
do not pay for care of in- 
digents in private hospitals... 109 34% 19 16% 4 6% 


rw 


w 


. Cities having a governmental 
general hospital and also pay- 
ing for hospitalization of in- 
digents in local private hos- 
DIGS) ae Sees cece sss 12 4% 14 12% 11 18% 6 33% 


.Cities having a governmental 
general hospital where hos- 
pitalization of all indigents is 
MRO? arcrcrerohs orartiaveleis bole) a oie 10 3% 11 9% 16 26% 10 56% 


> 


18 100% 


PROCES oo eiekeie cute ete tiacerors 317 100% 118 100% 62 100% 


It was decided to study a little more closely those nine states which (as may 
be seen by reference to Table I in the Appendix) made more than a 50 per cent 
return in answering the questionnaire with respect to their total number of 
counties. These states are listed below, directly comparing the number of 
counties in each state which did and did not pay private general hospitals for 
the care of their indigent sick. A glance will confirm the statement that the 
predominant policy in these states is to pay for hospitalization of the indigent 


in voluntary non-governmental hospitals. 
§ 


POLICIES OF NINE STATES IN HOSPITALIZING INDIGENT 


Number of Counties — 


Pay for Care Don’t Pay for Care 
of Indigent in of Indigent in 
Voluntary Hospitals Voluntary Hospitals 
GUUTAEIVA iis irae rdicioe sclera, ra ate aels rears 3 a 
We MIEROUA SEED) anits.co) w/oc-eicael aleve ee BCatee ee eee 15 25 
OARS For Aten caren cat Ware clot es oe dk aac 64 10 
WVRISRISGEPIDN , otiecet sci <l orn lousielu ale eters st eane 17 32 
INCU RPATRDS NITE: oles 07<4:siche 5 vole edo eiderese 7 3 
NEE NMOMIE GR vo ol ois a ate dickeivic @ tne wane aie ace 11 9 
1 CANES) (0'(} hae eee ae eae etree eat ee 57 0 
INGTON ALONIIA 6.6 eclie vee ea ene 51 12 
IVEY G RUAN RGA os1i,fai css ive. ies vot of essere, alae ane aot 49 31 
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SUMMARY 


1. Governmental general hospitals, in addition to their traditional care of 
the poor, are more and more frequently admitting paying patients as well. 
Approximately 89 per cent of governmental general hospitals have adopted 
such a policy. The percentage admitting paying patients in big-city hospitals 
is not so high, being only 77 per cent, while, on the other hand, about 95 per 
cent of the small-city hospitals admit paying patients. 


2. The policy of admitting paying patients to governmental general hos- 
pitals is not necessarily used only in counties without any other hospital 
facilities whatever. More than half of these hospitals admitting paying patients 
are in counties with many other hospital facilities available. 


3. The majority of small-city governmental general hospitals and slightly 
more than half the big-city governmental general hospitals admit physicians’ 
private patients. Usually they permit the physicians to charge such patients a 
fee for services. 


4. More than half the admissions to small-city governmental general hos- 
pitals were private, as distinguished from indigent, patients. Of the admissions 
to big-city governmental general hospitals, on the other hand, less than one- 
tenth were private. 


§. The policy of admitting paying patients to governmental general hos- 
pitals has been of financial value in all the hospitals where it has been used. 
In the small-city governmental general hospitals payments from paying patients 
meet on the average about 62 per cent of the gross operating expense. In the 
hospitals in cities with over 100,000 population it is much less important 
financially. 


6. A large number of counties have no governmental hospital at all within 
their borders.* Hence they must use some other method of hospitalizing their 
indigent sick. 


7. Counties having a governmental general hospital, usually care for all 
their indigents there, so far as facilities permit; but many of them also care 
for some of their indigents in local voluntary hospitals, paying these hospitals 
for the care given. 


8. Counties not having a governmental general hospital sometimes send 
their indigents to neighboring governmental general hospitals, but usually they 
pay for their care in local voluntary hospitals. 





*Of the 3,073 counties in the United States, 1,300 have no general hospitals at all, 
1,320 have only non-governmental general hospitals, 450 have local general hospitals 
under governmental auspices. In 296 of these 450 counties, there are also non- 
governmental general hospitals. 
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9. The manner of paying voluntary hospitals for the care of indigents is 
generally by the method of a specified amount per patient-day. 


APPENDIX 


The 117 hospitals which did not return the questionnaire were looked up 
in the American Medical Association Directory and found to be, for the most 
part, hospitals in small cities of the middle west with bed capacities under 100. 
Fifty-one per cent of these were under city control, 71 per cent were in cities 
with less than 16,000 population. Twenty-eight of them were located in 
Illinois, Indiana, Michigan and Ohio. 


Of those answering (309), eight were omitted from the study because they 
arrived too late to be classified, were not governmental hospitals, or were 
closed. Three hundred and one filled-in questionnaires are the basis for this 
study, 234 from hospitals in cities under 100,000 population and 67 from 
hospitals in cities larger than this. These 301 questionnaires represent every 
state in the Union except Delaware, Montana, Nevada, North Dakota, Vermont 
and the District of Columbia. 


All of these hospitals admitted cases for general care such as medical, surgical, 
etc., but in addition, 134 admitted communicable, 91 admitted nervous and 
mental, and 81 admitted tubercular cases. 


The figures given to represent the number of physicians’ private patients 
admitted to the hospitals may not be quite accurate, since some of the hos- 
pitals, in filling out the questionnaire, misunderstood this question and claimed 
that all their patients, both indigent and paying, were private patients of 
doctors. In obtaining our figures we tried to omit most of these which showed 
any misunderstanding, but may not have eliminated all cases. 


The questionnaire also asked whether the hospital collects fees for any 
services rendered by physicians, whether for private patients, workmen’s com- 
pensation cases, or any other type of professional service. Fifty-two hospitals 
(26 per cent) in cities under 100,000 answered “‘yes,” and 146 (74 per cent) 
answered “no”; in cities over 100,000, 17 (32 per cent) answered “yes” and 
36 (68 per cent) answered “no.” 


In determining the administrative responsibility from the answers given in 
the questionnaires, it was difficult to differentiate a hospital board of trustees, 
made up of men especially appointed by the governing authority of the city 
or county, from the boards of control which are identical with the county 
commissioners or some other public body which handled many other matters 
besides the affairs of the hospital. This difficulty arose because so many 
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answers to these questions on responsibility for appointing the superintend- 
ent, etc., were answered merely by the statement “Board of Trustees.” 
Even though in some instances this “Board of Trustees” was further 
explained so that it was possible to group certain of the answers under the 
heading “‘political board,” it is felt that the percentage (13 per cent) making 
this statement is too small to warrant a separate category. 


In obtaining the percentage of gross operating expenses paid by patients’ 
fees, taxes, etc., the following method was used: The amounts reported on 
the questionnaires as income from patients, income from taxes, or income 
from other sources were compared to the amounts given as gross operating 
expenses, and for purposes of comparison, these first items were listed as per 
cents of the gross operating expense. Total receipts for hospitals in the smaller 
cities average 123.7 per cent of gross operating expenses, and 115.3 per cent 
in hospitals in larger cities, more than 100 per cent in both cases. These figures 
are somewhat high, no doubt because of occasional duplication on the question- 
naires. Some hospitals probably entered receipts from taxes under two cap- 
tions, “Income from Taxes” and “Other Income,” but a sufficiently large 
number of the hospitals earned more than enough to meet their operating 
expenses and thereby brought the average up to this high level. 


When amounts paid to interns, resident staff and attending staff were listed 
(and this was done by a proportionately larger number of hospitals in the big 
cities), these amounts were made a percentage of gross operating expense, just 
as the income figures were. On this basis, in the smaller cities, interns were 
paid approximately 2.6 per cent of the amount estimated as gross operating 
expenses, resident staff 7.4 per cent, and attending staff 14.9 per cent. In the 
larger cities, interns were paid 1.8 per cent, resident staff 3.8 per cent, and 
attending staff 3.3 per cent. The high percentage for attending staff in smaller 
cities (14.9 per cent) is due to five small hospitals (in a total of 19 reporting 
on this point) which stated that over 30 per cent of gross operating income 
went to attending staff, and this brought up the general average unduly. 


TABLE I—PROPORTION OF COUNTIES ANSWERING QUESTIONNAIRE 
IN 17 STATES 


Number of Total Number Percentage of 


Name of State Counties of Counties Counties 
Answering in State Answering 
WAR ASAIN 955.4) ilb ade sat sin lalla oie See See entero ear ONG 31 67 46% 
(NETO) A Oe POG | APE ROT ERG SE 8 14 57 
MC TONINA, 5:60:20: S76) esa'eia eras 0 ls winter 41 58 va 
CN NE ho ee ee Oe A A eee Ene ne te eee Pee yg 63 43 
ASRS TNA oo cesta asa n o-'b: Wo i Ug eres ae acer ey ssa evan 5 161 3 
MANN AES rs weve eee tevenetas he Sratenk Gawbace we, ETI OHS 75 105 ae 
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Aig Rie ait orb 9's oy en skis Rieke dt. neces clatarnete 6 83 7 
MOMNINATE ROGET ot, sr0!6i 0 a o05ie acane Reta u eee ae ea 29 87 33 
ASRGINEUEIINE 350 oc) 6 wiai'e.d C oslaja eo 8 we e's ede ee & 51 82 62 
INGWRIAINDGIIEG. & e's ies ne cs eWeesitewe eee 10 10 100 
eval MAREE s oS oa heemiaaa ce hen cams 21 31 68 
NUMBER os hg eo sd: welch avictaw imi ee eas 57 62 92 
INORGNE CORONA 6:6 05s. tren 0s ei: oman wet alons 69 100 69 
MONEE Ao seat oi/aoes shin ero reek a Gace Wee ale dae olale oe 19 88 22 
GMS UIN ASIA oo.60:cisiaaen ce mater ets 18 67 27 
PAA MEBONAAE oo: oe! o.cleerescor sphere wr etiam Sie ee eee 80 100 80 
Wi aanaDOLON 0c: or 0s 2 eiaejenieis Serstslacceaerers 17 39 44 
NM MONIESENIE Vasa 'alot ere: ste we wie mieten: ne araiceetalat Ae 8 23 35 
SBUMR Es a Os ners Pema eae S72 1,240 471% 


TABLE II.--GOVERNMENTAL GENERAL HOSPITALS ACCEPTING PAYING 
PATIENTS BY BED CAPACITY, SIZE OF CITIES, LOCATION IN COUNTIES 
WITH OR WITHOUT OTHER GENERAL HOSPITALS, AND BY PERCENT- 
AGE OF GROSS OPERATING EXPENSES MET BY PATIENTS’ PAYMENTS. 


—  ——— Size of Cities ——-——____________. 
Under 4,000 4,000—15,999 16,000—100,000 Over 100,000 
No. % of Expen. No. % of Expen. No. % of Expen. No. % of Expen. 
Bed of Met by Pats. of Met by Pats. of Met by Pats. of Met by Pats. 
Capacity Hosps. Payments Hosps. Payments Hosps. Payments Hosps. Payments 
Under 50 
With... 11 67.8 41 78.1 3 34.6 
Without 18 56.6 33 Tt 2 94.6 
50 to 99 
With... 2 27.2 10 ij) b-- 15 65.0 3 49.5 
Without 4 63.6 12 79.2 2 105.2 
100 to 499 
With... 4 36.7 7 29.1 28 50.2 26 24.5 
Without .. eve ng eee 2 43.5 
500 and over 
With... 2 11.9 3 29.1 19 12.7 
Without .. 
Total .... 39 50.4 105 57.0 55 60.3 48 28.9 
al Bo 


Hospital Association of Pennsylvania 


The Hospital Association of Pennsylvania will hold its fifteenth annual 
conference, April 22-23-24, 1936, at Hotel William Penn, Pittsburgh. 
Meeting concurrently with this Association will be the Pennsylvania State 
Association of Nurse Anesthetists. 
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American College of Hospital Administrators 
Second Convocation 


The following persons were elected to Honorary Fellowship: 


Sister John Gabriel, Provincial Administrator, Mount St. Vincent, Seattle, 
ash. 
The Honorable William J. Ellis, Commissioner of Hospitals, State of New 
Jersey, Trenton, N. J. 
Michael M. Davis, Ph.D., Julius Rosenwald Fund, Chicago, IIl. 


The following persons were approved for Fellowship: 


Amy Beers, Hackley Hospital, Muskegon, Mich. 

Robert H. Bishop, Jr., M.D., University Hospital, Cleveland, Ohio 

Mary Stone Conklin, Hackensack Hospital, Hackensack, N. J. 

Miriam Curtis, Cooley-Dickinson Hospital, Northampton, Mass. 

James J. Drummond, Worrall Hospital, Rochester, Minn. 

Emanuel Giddings, M.D., Morrisania Hospital, New York, N. Y. 

Walter J. Grolton, St. Louis City Hospital, St. Louis, Mo. 

George E. Halpern, Lebanon Hospital, New York, N. Y. 

Harry J. Harwick, Kahler Corporation, Rochester, Minn. 

Rev. Thomas A. Hyde, Christ Hospital, Jersey City, N. J. 

Jeannette L. Jones, South Side Hospital, Pittsburgh, Pa. 

Wm. N. Keller, M.D., Western Washington State Hosp., Ft. Steilacoom, 
Wash. 

Mrs. Daisy C. Kingston, Somerset Hospital, Somerville, N. J. 

Carl A. Lindblad, Homeopathic Hospital of Rhode Island, Providence, R. I. 

Sister M. Carmelita Manning, St. Joseph’s Mercy Hospital, Pontiac, Mich. 

Rev. John G. Martin, Hospital of St. Barnabas and for Women and Children, 
Newark, N. J. 

John Harvey Mitchell, Colonial Hospital, Rochester, Minn. 

Ernest G. McKay, Arnot-Ogden Memorial pion, gg Elmira, N. Y. 

Mary G. McPherson, Ellis Hospital, Schenectady, N 

Jerome F. Peck, Binghamton City Hospital, Binghamton, N. Y. 

Maurice H. Rees, M.D., Colorado General Hospital, Denver, Colo. 

Mrs. Martha P. Roberson, Medical and Surgical Hospital, San Antonio, Tex. 

E. E. Shifferstine, M.D., Coaldale State Hospital, Coaldale, Pa. 

Esther J. Tinsley, Pittston Hospital, Pittston, Pa. 

Roy Watson, Kahler Corporation, Rochester, Minn. 

Scott Whitcher, St. Luke’s Hospital, New Bedford, Mass. 

Mary L. Whittaker, Margaret Pillsbury General Hospital, Concord, N. H. 

L. M. Wilbor, M.D., San Francisco Hospital, San Francisco, Calif. 

W. Franklin Wood, McLean Hospital, Waverley, Mass. 


The following were approved for Membership: 


Sister Mary Alberta, Mercy Hospital, Council Bluffs, Iowa 

Malcolm R. Baxter, Rochester General Hospital, Rochester, Pa. 

Sister Anna Bergeland, Lutheran Deaconess Hospital, Minneapolis, Minn. 
John A. Bowman, Munroe Memorial Hospital, Ocala, Fla. 

Sister Mary Suitbertha Budion, Mary Immaculate Hospital, Jamaica, N. Y. 
Florence P. Burns, Babies Hospital Coit-Memorial, Newark, N. J. 
Charles E. Findlay, Butterworth Hospital, Grand Rapids, Mich. 

Chas. Henry Dabbs, Tuomey Hospital, Sumter, S. C. 

William R. Dorr, M.D., Riverside County Hospital, Arlington, Calif. 
Florence Gants, Texarkana Hospital, Texarkana, Tex. 

Agnes C. Hatch, DeKalb Public Hospital, DeKalb, III. 

Joseph W. Hinsley, Hartford Hospital, Hartford, Conn. 

Liilian A. Hollohan, Indiana Hospital, Indiana, Pa. 
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Anna M. Holtman, Christian Welfare Hospital, East St. Louis, Ill. 

Frank W. Hoover, Elyria Memorial Hospital, Elyria, Ohio 

Worth L. Howard, University Hospitals, Cleveland, Ohio 

Lewis E. Jarrett, M.D., Hospital Division, Medical College of Va., Richmond, 


Va. 
Chas. A. Lindquist, Sherman Hospital, Elgin, II. 
Fred J. Loase, Greenwich Hospital Association, Greenwich, Conn. 
Rev. Omer B. Maphis, Bethany Hospital, Chicago, IIl. 
John C. Mackenzie, M.D., Montreal General Hospital, Montreal, Que. 
Stanley T. Martin, Ingram & Bell, Toronto, Ont. 
Sister M. Bernard Masterson, St. Joseph’s Mercy Hospital, Detroit, Mich. 
Herman S. Mehring, Pennsylvania Hospital, Philadelphia, Pa. 
Mary C. Murphy, Rome Hospital and Murphy Memorial Hosp., Rome, N. Y. 
Nellie McGurran, Atlantic City Hospital, Atlantic City, N. J. 
Mrs. Edna H. Nelson, Women and Children’s Hospital, Chicago, Ill. 
Sister Mary Patricia, St. Joseph’s Hospital, London, Ont. 
A. E. Paul, Englewood Hospital, Chicago, Ill. 
Charles H. Pelton, M.D., Boston City Hospital, Boston, Mass. 
Erwin C. Pohlman, University Hospitals, lowa City, lowa 
Harold T. Prentzel, Friends Hospital, Frankford, Philadelphia, Pa. 
George Rebush, West Side Hospital and Dispensary, New York, N. Y. 
Knowlton T. Redfield, M.D., Villamont, Va. 
Sister Mary Reginald, Mt. Mercy College and Academy, Grand Rapids, Mich. 
Margaret M. Reilly, Starling-Loving University Hospital, Columbus, Ohio 
Mrs. Josie M. Roberts, Methodist Hospital, Houston, Tex. 
Mrs. Margaret H. Rose, Wichita General Hospital, Wichita Falls, Tex. 
Mary A. Rostance, Warren City Hospital, Warren, Ohio 
Joseph R. Schneider, Aberdeen General Hospital, Aberdeen, Wash. 
Nicholas J. Sepp, Homeopathic Medical and Surgical Hosp., Pittsburgh, Pa. 
W. L. Shackelford, M.D., Good Samaritan Hospital, West Palm Beach, Fla. 
May F. Smith, Bradford Memorial Hospital for Babies, Dallas, Tex. 
Ernest R. Snyder, Wesley Memorial Hospital, Chicago, IIl. 
Sister M. Ligouri Thibadeau, Mercy Hospital, Cadillac, Mich. 
Eva M. Wallace, Wichita Falls Clinic-Hospital, Wichita Falls, Tex. 
Frances P. West, Middlesex Hospital, Middletown, Conn. 
George U. Wood, Peralta Hospital, Oakland, Calif. 


~ a —e—___ —-— 


Columbia Hospital Receives Bequest 


The Columbia Hospital, Milwaukee, Wisc., was bequeathed $7,000 
from the estate of the late Mrs. Sarah A. Spalding for a new department 
for the treatment of cancer by high voltage roentgen therapy. Dr. S. A. 
Morton will have charge of this department. 


2, 
—_—— —So—_—______ 


Mrs. Bessie K. Haskin, formerly superintendent of the Denver General 
Hospital, Denver, Colo., has accepted the superintendency of the Francis 
Warren Pershing Memorial Hospital, Cheyenne, Wyo. Mrs. Haskin suc- 
ceeds Anna G. Williams who resigned to accept a position with the 
Queen’s Hospital, Honolulu. 
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Report of Committee on Nursing 


Report of Study made for Committee of the American Hospital 
Association and Committee of the National League 
of Nursing Education 


PART I 


N JANuaRY 19, 1935, the Committee of the American Hospital 
Association and the Committee of the National League of Nursing 
Education sent a questionnaire concerning salaries, physical exam- 

inations, illness, vacations, and leaves of absence to five hundred hospitals 


throughout the country. 


Two hundred and thirty-one, or 46% of the hospitals, filled out and 
returned the questionnaire. This response was smaller than had been 
hoped. There are a number of contributing factors which may have been 
at least partially responsible. for the smallness of the return. In the first 
place, fifty of the five hundred hospitals were ones which did not have 
schools of nursing. Institutions which have schools have become accus- 
tomed to answering this general type of questionnaire, and undoubtedly 
consider it less of a task than those which are not so familiar with the 
form. Secondly, fifty other hospitals were places to which a similar ques- 
tionnaire had been sent by a special committee late last fall. It seems 
likely that some of these places may have felt that having reported quite 
similar data just a few months earlier they could not devote the time 
necessary to gathering such information again. Thirdly, this question- 
naire was sent out within less than three weeks of the time the Accredited 
List questionnaire was mailed. Busy executives may not have had sufh- 
cient time to prepare both forms, and as the Accredited List data had to 
be sent in if their schools were to be included in the new list of schools, 


the other form was put aside. 


The hospitals which did take part in the study, when classified accord- 
ing to the number of their daily average patients, may be grouped as 


follows: 


[108] October, 1935 








THE BULLETIN of the AMERICAN HOSPITAL ASSOCIATION 


Number and Per Cent of Hospitals of Each Size in Study 


Daily —————hHpospitals Reporting————_— 
Average Cum. 
Patients Number Per Cent Per Cent 

RecA is. dwt eralraremalete wend itera 39 17 17 
SU ais c co welts owe wlae ere eluaen 56 24 41 

RQIORI. «650. cd botnet Reveaewe wns 67 29 70 
ZOO PING iin's sulci cs cw aue wow eeles 69 30 100 
MROAL ose ewievaseeerecuss 231 100 


At first it had been hoped that the returns might be analyzed accord- 
ing to the sizes of the institutions, but inasmuch as the number of report- 
ing hospitals in any one group was so small, it was felt the conclusions 
could not be considered typical for that group. This study, therefore, 


is based upon the entire number. 


Since the total sampling includes only two hundred and thirty-one 
hospitals, the results of the study should be considered more as indicating 
general trends and tendencies in the hospital field, rather than representing 
definite policies. On a number of the items studied, hospitals do not 
have specific rulings; they care for situations as they arise. Consequently, 


many of the questions have been answered only in a general way. 


The form was planned so that the questions might be answered sepa- 
rately for different types of employees. This permitted the person filling 
out the form to make eight different entries for each question if the 
information varied for different groups of employees. Since in a number 
of cases no separate entries were made for the subsidiary workers, and we 
questioned whether or not the general answer applied to them as well as 
to the nurses, we have omitted that group from some of the tabulations. 


For convenience in tabulating the data for the different types of em- 
ployees, we have classified them into a number of large groups. The 
Superintendent of the Hospital, the Director of the School, and the 
Superintendent of Nurses have been classified as “Chiefs”; their assistants, 
as “Assistant Chiefs”; the instructors are in a group by themselves. 
“Supervisors” include those nurses in charge of two or more wards or 
floors. ““Ward Heads and Assistants” include those in charge of one ward 
only. “General Staff Nurses” include those doing general floor duty or 
bedside nursing. The group “Subsidiary Workers” includes attendants, 
aids and helpers, and orderlies. 


On those items where there was a tendencey for policies to vary for 
different types of employees, we have tabulated the data for each group 
separately. On many of the questions, however, the hospital had the 
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same ruling for all of the nurse groups and in such cases we have not 
shown the results separately as the answers would be practically the same 
for all groups. 


PHYSICAL EXAMINATIONS 


Entrance Examination: Somewhat less than a fifth of the hospitals 
require that all of their nurses have a complete physical examination upon 
entrance. There is a tendency for more hospitals to require this examina- 
tion for the groups holding the lower positions. Seventeen per cent of 
the hospitals require their chiefs and assistant chiefs to have a complete 
physical examinations upon entrance; 19% insist that instructors have 
it; 21% require it for supervisors; 22% for heads of wards; and 23% 
for their floor duty nurses. Thirty per cent of the hospitals require that 
their subsidiary workers have this examination before they enter the 
hospital. 


Per Cent of Hospitals Requiring a Complete Physical Examination 
Upon Entrance 
Ward General Sub- 


Asst. In- Super- Headsand Staff sidiary 

Require Chiefs Chiefs structors visors Assts. Nurses Workers 
Exams Pct. Pct. Pct. ce. Pct. Pct. Pct. 
Nes i.3- U7 Ly 19 2 Ze zo 30 
IND: s:3 283 83 81 79 78 77 70 
Total pct. 100 100 100 100 100 100 100 


Annual or Periodic Examination: Annual health examinations for em- 
ployees are compulsory in only a very small number of hospitals. Like 
the entrance examinations, they are more frequently given to the groups 
holding the lower positions, although even for the floor duty group and 
the subsidiary workers they are compulsory in only 13% of the hospitals. 


Per Cent of Hospitals in Which the Annual Health Examination Is Compulsory 
Ward General Sub- 


Asst. In- Super- Headsand Staff sidiary 

Require Chiefs Chiefs structors visors Assts. Nurses Workers 
Exams Pct. Pct. Pct. Pct. Pet: Pct. Pet. 
BROS oie 9 9 1 11 11 13 13 
MO s«:. V1 91 89 89 89 87 87 
Total pct. 100 100 100 100 100 100 100 


“If an annual health examination is not compulsory, how often are 
employees given a full health examination?” Approximately 70% of the 
hospitals which answered this question reported that employees were given 


examinations “when necessary”, ‘“‘as needed”, “when ill”, or “when indi- 
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cated”. Nearly 30% definitely reported that they rave no periodic exam- 
inations to their nurses at any time. 


Only a little more than half of the hospitals reported that they gave 
either entrance or periodic examinations to their employees. Fifty-three 
per cent of the hospitals gave one or the other or both examinations to 
their chiefs and assistants; 54%, to their instructors; 56%, to the super- 
visors; 57%, to the wards heads; and 58%, to general duty nurses. Sub- 
sidiary workers were given at least one of these examinations in 59% of 


the hospitals. 


Special Examinations: In 94% of the hospitals, special examinations are 
given to employees whenever they are found necessary; and in only 3% 
of the hospitals are employees charged for such examinations. In 90% 
of the hospitals, after special examinations have been given to the chiefs, 
assistant chiefs, and instructors, follow-up work is done to see that the 
physician’s orders are carried out. This follow-up work is done for the 
three other nursing groups and subsidiary workers in 92% of the hospitals. 


Who Gives Examinations: In most hospitals employees are examined 
by members of the attending staff. In 69‘% to 74% of the hospitals, staff 
members give examinations to the nurses; and in more than half of these 
hospitals they are the only people giving examinations to nurses. In 
some 10% of the hospitals, they are assisted by the resident physicians; 
and in another 3%, by the interns. Only in 59% of the hospitals do 
these men examine the subsidiary workers. The resident physician is the 
second most likely person to give examinations. He examines the nurse 
groups in about one-third of the hospitals, and the subsidiary workers in 
42% of the hospitals. 


An attending staff member is a little more likely to examine the 
chiefs, assistant chiefs, and instructors; and the resident physicians slightly 
more apt to examine the supervisors, ward heads, and floor duty groups. 
However, the variation is very slight. No hospital reported an intern 
as the only person giving examinations to nurses, but in 5% of the places 
he assisted someone else. In 6% of the hospitals, however, he is the only 
person giving examinations to the subsidiary group; and in 11% of the 
hospitals, he either alone or with someone else examines this group. He 
is the least likely person to examine the nurses, whereas the employee’s 
own physician is the least likely person to examine the subsidiary workers. 
(The percentages in the accompanying table do not equal 100% since 
the various groups are not mutually exclusive.) 
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Per Cent of Hospitals in Which Examinations Are Given by Various Physicians 


Ward General Sub. 
Asst. In- Super- Headsand Staff sidiary 
Physician Chiefs Chiefs structors visors Assts. Nurses Workers 
Member of 
attending 
staff .... 74% 73% 712% 10% 71% 69% 59% 
Resident 


physician, 30 31 33 35 35 35 42 
Anuntern,.. 5 5 p) y 5 4 11 
Employee's 

own M.D. 12 12 12 Lz 11 11 8 


In only one hospital of all requiring either entrance or periodic exami- 
nations, are employees ever charged for the examination. 


ILLNESS 


In 85% of the hospitals, the rules concerning allowance of time for 
illness are the same for all nurses regardless of their positions; in 15% 
of the hospitals, the regulations vary according to the positions held. 


Days With Full Pay Allowed Per Year: One-fourth of those hospitals 
in which the same rule applies to all nurses, do not allow any days with 
full pay in case of illness. In 19% of the hospitals, they have no specific 
rule concerning illness, but allow employees such time as they need, 
judging each case individually.. The most common amount of time al- 
lowed in a year is two weeks. Twenty-three per cent of the hospitals 
grant this amount to their nurses, Thirteen per cent allow one week; 
and 7%, a month. Subsidiary workers are allowed considerably less time 
with full pay than nurses. Thirty-six per cent give these employees no 
time at all. Whereas the typical hospital allows its nurses two weeks with 
full pay, it allows its subsidiary workers only one week. 


Per Cent of Hospitals Allowing Each Number of Days Illness With Full 
Pay Per Year 





Nurses —Subsidiary Workers— 

Days Per Cent Cum. % Per Cent Cum. % 
BN ODC for cise susaisinls sors 24.5 24.5 35.8 35.8 
Less than 7 days.... ny] 25.0 LS 32:3 
MUAWSY o> elesote.9/ 650 \0ie 12.5 sacs 16.7 54.0 
POGUE © 65.0 01 ais.0 180 3.8 41.3 4.9 58.9 
BOMODGE: i oiehe'5/ainto/e sir SP 44.6 3.4 62.3 
ARGUS <4.) yisinisi sero 22.8 67.4 18.1 80.4 
PGUEGNS: <4 -sieiciciare. eee 4.9 Paes 29 83.3 
D2 AVdays §2)6 60:55:50 2.2 74.5 1.0 84.3 
BO MPIGG  ceteeisusssusia: 0 a0 6.5 81.0 2.0 86.3 
PS NEGUS 666 cece’ 19.0 100% 13.7 100% 

di [yi RIA Se eee 100% 100% 
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The number of days granted is not effected by length of service in 91% 
of the hospitals; in 9%, the amount does increase after two or three years 
of service. 


Days of Free Hospitalization Per Year: More than two-thirds of the 
hospitals give their nurses free hospitalization for as long a time as they 
need it. Twelve per cent do not provide any free hospitalization. Three 
hospitals reported, however, that they had some form of group insurance 
to cover their employees in case of illness. All but one of the hospitals 
which did not provide free hospitalization, reported that they granted 
their employees a discount on their bills; in most cases they specified that 
this discount was 50%. Eighteen per cent of the hospitals did not give 
free hospitalization to their subsidiary workers. 


Per Cent of Hospitals Giving Each Number of Days of Free Hospitalization 








Per Year 
———Nurses———-- —Subsidiary Workers— 
Days Per Cent Cum. % Per Cent Cum. % 
NOM ag Pea ares oratalg iF 11.5 18.2 18.2 
Less than 7 days.... 1.4 12.9 1.0 19:2 
TWN dcnneecesar 2.4 15.3 4.2 23.4 
GALS CaUs sce ais cs | | 16.8 2.0 25.4 
PAP RUS cies ei nie la esac 8.6 25.4 7.8 33.2 
ER2E GANS 6 05:8 coals 3.4 28.8 3.6 36.8 
De MALS coisie che cicteers 3.3 32.1 15 38.3 
AS HECUED << 2:4) «150/050 67.9 100% 61.7 100% 
Gbal secwewees 100% 100% 


Where Employees Are Cared For: More than three-fourths of the hos- 
pitals care for their employees on the regular patient service when they 
are ill. Seventy-eight per cent reported that their nurses were cared for 
on this service; 72% always take care of them there; and 6% sometimes 
care for them there, and also in either the infirmary or a special unit of 
the hospital as well. Eleven per cent of the hospitals definitely stated 
that they provided private rooms for their nurses. Other places may use 
pirvate rooms also, but they did not report that information as it was not 
requested. 


Nearly one-fourth of the hospitals have a special unit where they take 
care of their nurses, and in 17% of the hospitals, nurses are always cared 
for there. In 8% of the hospitals, they are taken care of in an infirmary 
in the nurses’ home; but in only 2%, are they cared for there and no- 
where else. 


Subsidiary workers are cared for on the regular patient service in 91% 
of the hospitals. Two per cent reported that they were cared for in pri- 
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vate or semi-private rooms; and 8%, that they were taken care of in the 
wards. The remainder did not specify. In 11% of the hospitals, these 
employees are cared for in a special unit of the hospital. 


Charge for Medical Care: Nurses are never charged for medical care 
in 93% of the hospitals. In 4% they are sometimes charged if they 
engage a member of the staff other than the one referred by the hospital, 
or select their own physician, or take private service where that is not 
provided. In only 3% of the hospitals are nurses regularly charged 
for their medical care. 


Subsidiary workers are somewhat more likely to be charged than nurses. 
Seven per cent of the hospitals reported that these employees were charged 
for medical care; and in 5% of the hospitals they are sometimes charged. 
In 88%, they are never charged. 


VACATIONS 


Sixty-five per cent of the hospitals reported that they gave all of 
their nurses the same length of vacation. Thirty-five per cent reported 
that the length of vacation varied according to the type of position held. 
Most hospitals do not increase the length of vacation with length of ser- 
vice. Only seven per cent reported that they gave additional vacation 
for longer service—and in some places this rule held true for only those 
in certain types of positions. In 93% of the hospitals, length of service 
does not affect length of vacation a nurse receives. 


Months of Service Necessary for a Vacation: In more than half of the 
hospitals, nurses must be in service for twelve months before any vaca- 
tion is granted. In 98% of the hospitals, they must have held their 
positions for at least six months. 


Months of Service Before Any Vacation Is Granted 





Per Cent Cum. 
Months Hosps. Per Cent 
eS er arco es Ce eae ee ee 1.9 1.9 
eee Alda ee Te ens ar eran eee» 37.8 39.7 
Rr OD ea MONT ROT ICT RC ree 2.8 42.5 
No sia. ware ata ese tnone Se 8's 3.3 45.8 
DS. dase ices area seer eetecl eeates an ares Sus 54.2 100% 
MAMAGAL . pis alc eiwasiaveiave: ¢ tens ous scocsielove 100% 


In 92% of the hosptials, nurses must be employed twelve months 
before a full vacation is given. A full vacation, after just six months of 
service, is granted in only two hospitals. 
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Months of Service Before Full Vacation Is Granted 





Per Cent Cum. 
Months Hosps. Per Cent 
WEN ad rani aw aoa eee 377 5:7 
BO RE. kk ewere spe wal eeracine ances 4.2 7.9 
DS annie dace usa os rcrorannnacae 92.1 100% 
THOLAN case oe ues cuwsde wane dees 100% 


Length of Vacation: Length of vacation varies considerably with 
the type of position held. The following table shows, for each of the 
groups, the per cent of the hospitals which give each number of weeks 
vacation to each group. 


Per Cent of Hospitals Giving Each Amount of Vacation to Its Various Employees 
Ward General Sub. 


Asst. In- Super- Headsand Staff sidiary 
Chiefs Chiefs structors visors Assts. Nurses Workers 
Weeks Pet. Pet. Pet. Pct. Pct. Pct. Pet. 
None | <.0:0s 4 5 5 5 5 6 10 
1 week ... 5 6 6 6 6 7 34 
2 weeks .. 26 30 32 34 37 45 53 
3 weeks .. 9 9 8 11 12 12 3 
4 weeks .. 28 26 26 yp 21 16 
1 month or 
more ... 28 24 23 19 19 14 
Total pet. 100 100 100 100 100 100 100 


It would seem that in general there was a definite relation between 
the type of position held and the amount of vacation granted. 


Fifty-six per cent of the hospitals give their chiefs at least four weeks’ 
vacation; half of them give the assistant chiefs and instructors that 
much; 44% provide at least 4 weeks for their supervisors; 40% for the 
head nursers; and only 30% for the floor duty nurses. On the other 
hand, only 35% of the hospitals give their chiefs as little as two weeks 
or less; 41% give only that much to their assistants; 43‘% to the instruc- 
tors; 45% to the supervisors; 48‘% to the head nurses; and 58% to the 
floor duty nurses. Nine hospitals reported that they were giving no vaca- 
tions to any employees at the present time. Most of these places specified 
that vacations had been discontinued owing to economic conditions. In 
all of these hospitals, vacations without pay are being granted. 


Only six hospitals allow their attendants, aids, helpers, and orderlies as 
much as three weeks’ vacation. More than half of the hospitals give them 
two weeks. About one-third give them only one week with pay; and 
ten per cent do not give any vacation with pay to this group. 


Vacation—A Reward for Year’s Work, or Preparation for Coming 
Year: Hospitals were asked if they granted a vacation if the nurse had 
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announced intention of not returning to the hospital. Fifty-one per cent 
of the hospitals answered ‘“‘no.” Two per cent said they would allow a 
vacation provided that she returned for at least one to three months. Two 
per cent said they would grant partial vacations in such cases; one per 
cent said they would sometimes allow the vacation; and 44% reported 
they would give the full vacation regardless of whether the nurse returned 
or not. Apparently hospitals are rather evenly divided upon this ques- 
tion; slightly more than half holding the theory that vacations are granted 
as preparation for the coming year’s work, and somewhat less than half, 
believing that vacations are given as compensation for the year’s work 
just completed. 


Residence at Hospital During Vacation: In slightly more than two- 
fifths of the hospitals, employees are permitted to reside in the hospital 
during their vacations; in nearly three-fifths, they are not. Numbers of 
hospitals reported that they would permit employees to remain, but that 
the request had never been made. In those places where they are per- 
mitted to remain, 5% charge the employees for their room, and 11% 


charge them for their meals. 


Vacations Without Pay: 


Hospitals Granting Each Amount of Vacation Without Pay 





Per Cent Cum. 
Weeks Hosps. Per Cent 
RRR 6 FG aS ial see Rta are le erence 10.4 10.4 
AOR ee Se sine sees aioe 23 12.7 
DESIRES) Sond as ieaserserewiales wee 12-7 25.4 
EOS oes Gadi wine cit setarene 9 26.3 
RIES | cs. o-0 ou sa owe nacereels 14.9 41.2 
GNC EEG ais earatd tesa Satomrancace 1.3 42.5 
BRAD HIE ypcie accietoan a scrceetente ¢ 4.1 46.6 
Time not specified.......... 53.4 100% 
MIGEAL sts ea aioe ees 100% 


Ninety per cent of the hospitals grant vacations without pay to their 
nurse employees. In 53% of the places, they reported no specific amount 
of time which would be granted. Many stated that cases were judged 
individually and at discretion of the superintendent. Twenty per cent 
reported a maximum of at least four weeks per year. Two hospitals re- 
ported that they had granted as much as six months. The length of this 
vacation depends in many cases on the use that is to be made of it. In 
less than three-fifths of the hospitals, length of service affects the granting 
of these vacations. 
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Eighty-nine per cent of the hospitals grant vacations without pay to 
their subsidiary workers. In 53% of the hospitals, the amount of time 
allowed is determined individually in each case. In more than half of 
the hospitals, the amount of time granted depends upon the length of 
service of the individual. 


LEAVES OF ABSENCE 


Days Allowed for Illness in Family: About half of the hospitals do 
not allow their nurses any days away with full pay in case of serious 
illness in their immediate families. Nine per cent allow them less than a 
week; eight per cent just a week; and three per cent ten days to two 
weeks. Thirty-one per cent of the hospitals reported that employees 
might have time ‘‘as needed”, or ‘“‘any reasonable amount”, or that the 
amount granted “depended upon circumstances” and “at the discretion 
of the superintendent”. 


Maximum Days With Pay Allowed for Serious Illness in Immediate Family 


Per Cent Cum. 
Days Hosps. Hosps. Per Cent 
WNONG. “Cecsrcetn 103 49.0 49.0 
i Ne 18 8.6 57.6 
EGA eis cloee 5 17 8.1 65.7 
10, 14 days .... 7 3.4 69.1 
Time as needed. 65 30.9 100% 
MOUS “ister anes 210 100% 


(21 hospitals did not answer this question) 


In the one hundred and three hospitals which did not allow any time 
with pay for illness in family, six reported that they did not allow any 
time without pay either. Sixty-six of them reported that their em- 
ployees might have time as needed without pay. The remainder reported 
amounts varying from three days to two months without pay. 


Days Allowed for Death in Family: 


Maximum Days With Pay Allowed for Death in Immediate Family 


Per Cent Cum. 
Days Hosps. Hosps. Per Cent 
NOME sctec oe 5% 66 9 32.3 
1-2 days ....... 5 2.5 34.8 
% GAYS! bck nee: 30 14.7 49.5 
ce 5 eT 12 5.9 55.4 
Gages sale a Sar 17 8.3 63.7 
10-14 days .... 5 25 66.2 
As needed ..... 69 33.8 100% 
TEOURE “sca scorbers 204 100% 


(27 hospitals did not answer this question) 


October, 1935 [117] 








THE BULLETIN of the AMERICAN .HOSPITAL ASSOCIATION 


About one-third of the hospitals do not allow any days with pay in 
case of a death in the immediate family. Four-fifths of these, however, 
will grant time as needed without pay. Fifteen per cent grant three days 
with pay at such times; 6% grant four or five days; 8%, a week. One- 
third of all hospitals have no specified amount that they will allow, but 
they will grant time as needed, judging each case individually. 


PART II 
SALARIES 


In the study of salaries, 232 reports were received. Fourteen of these, 
however, gave no information for any of the groups, and many hospitals 
omitted data for one or another of the groups, due, in all probability, to 
the fact that they employed no people for those particular positions. 


In analyzing the salaries for each group of employees, we have divided 
the reports into three groups: (1) those places which give their em- 
ployees full maintenance in addition to their cash salaries—and for most 
groups this includes the large majority of hospitals; (2) those institutions 
which give only partial maintenance; and (3) those which provide no 
maintenance. -For each group, we have then tabulated the salaries paid in 
hospitals of four sizes: (1) those having a daily average of less than fifty 
patients; (2) those having 50 to 99 patients; (3) those having 100 to 199 
patients; (4) those with 200 or more patients. 


It is unfortunate that the study did not include several hundred more 
reports. However, despite the smallness of the groups, they show some 
interesting facts; such as, the variations in salaries paid for different types 
of positions; the differences in salaries paid for the same type of work 
in the hospitals of varying sizes; and the range of salaries now being paid. 

Because of the smallness of this study, the figures should not be con- 
sidered as authoritative as those collected by the Committee on the Grading 
of Nursing Schools which included thousands of actual salaries paid to 
individual people. Nevertheless, the 1935 figures may be considered indi- 
cative of tendencies at the present time, as they have been collected from 
hospitals of all sizes, located all over the country. 


In the present study, we asked the hospitals to report only the average 
salary paid for a particular type of position. Where an institution re- 
ported different salaries paid to different people, we have computed the 
average. Where hospitals reported some employees’ salaries with full main- 
tenance, and some with only partial maintenance, we have tabulated only 
the amounts received in addition to full maintenance. 
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The following table shows the annual salaries paid at the present time 
for the various types of positions. In all cases, full maintenance is pro- 
vided in addition. , 


In the first column the salary listed is that paid by the hospital one- 
fourth of the way up the scale if all hospitals had been arranged in con- 
secutive order from the one paying the smallest salary to the one paying 
the highest. This is called “Q,”. One-fourth of the hospitals pay their 
superintendents $2,400 or less; three-fourths of the hospitals pay them 
$2,400 or more. The second colur yives the salary paid by the median 
hospital. This is the half-way pou... up the scale. The third column 
indicates the “Q,” hospital. Three-fourths of the hospitals pay their 
superintendents $5,000 or less; and one-fourth pay them $5,000 or more. 
The next two columns indicate the lowest and the highest salaries paid 
by any of the reporting hospitals. 


Annual Salaries Paid in Addition to Full Maintenance 


Position Q: Med. Q; Low High 
Professional Employees 
Superintendent of Hospital......$2,400 $3,600 $5,000 $1,140 $9,720 
Supt. of Hospital and Nursing 
ANON. fuk ora rnc Biectaalterraad: 1,515 1,885 2,400 840 3,240 
Superintendent of Nurses*....... 1,620 2,040 2,400 720 7,000 
Asst. Superintendent of Nurses... 1,200 1,360 1,565 780 82,755 
Night Supt. or Supervisor....... 960 1,140 1,315 420 2,105 
Day SUpervisdr o.0.056.06s.cinees 960 1,120 1,200 540 1,680 
NIRORTRNO re tha econ Bee we erate & ee 1,200 1,350 1,570 600 2,100 
Operating Room Supervisor...... 1,080 1,200 1,425 480 2,420 
lead INUESE. 6 iccceweeexwneaeaes 900 1,000 1,080 540 1,470 
Assistant Head Nurse........... 755 840 980 600 1,200 
General Floor Duty Nurse....... 600 720 870 190 ~=—-:1,260 
Subsidiary Workers . 
CHOP OR heros ce oslclwe sistele decease 430 540 655 190 1,200 
Aida and. Flelpere. «<6 sc cas ces 470 525 600 270 ~=1,020 
PUMGHEADES -<. 66c vc cdhovlcevucews 360 445 490 190 780 
WKS RAG < cieaccnnecedeomeua 385 420 480 170 720 


*In nearly all hospitals which have schools of nursing, the superintendent 
of nurses is also the director of the school. 

The median salary is the “typical” one for that particular position. By 
comparing medians, you can see the difference in amounts paid for differ- 
ent types of work. The typical floor duty nurse gets $720 a year; the 
assistant head nurse gets $840; the head nurse, $1,000 a year; and so on 
up the scale. The operating room supervisor receives more salary than 
either the night or day supervisor, but not so much as the instructor. The 
woman who holds the combined position of superintendent of the hospital 
and superintendent of nurses, receives less than the woman who is only 
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superintendent of nurses. This is due to the fact that the combined posi- 
tion is found almost entirely in hospitals with less than 100 patients. 


In the First Grading Report, issued in 1929, it was suggested that “if 
hospitals would offer wider salary ranges, with greater opportunities for 
advancement, the change might perhaps help in reducing the turnover 
which is now so serious”. It is interesting to compare the spread of 
salaries between groups at that time and now. In 1929, there was a dif- 
ference of $420 between the salary paid to the assistant superintendent of 
nurses and to the superintendent of nurses. Now it is $680. In 1929, 
there was a difference of only $200 between the salary paid to the floor 
duty nurse and that paid to the night supervisor. Now it is $420. Six 
years ago, there was a difference of $110 between the salary of the floor 
duty nurse and the head nurse. Now it is $280. In 1929, a head nurse 
could expect to earn $90 more if she became a supervisor. Now she may 
look forward to an increase of $120. It would seem that with these 
larger variations in salaries paid for different positions there should be 
greater incentive for employees to increase their efficiency so that they 
may advance from one position to another. 


Hospital Superintendent: Fifty-nine hospitals did not report the salary 
for the superintendent of the hospital, and in 47 other institutions, the 
position of hospital superintendent was combined with that of superin- 
tendent of nurses. All data concerning hospital superintendents, there- 
fore, are based upon 126 reports. 


Of the 126 hospitals included, 66 provide full maintenance in addition 
to salary; 33 provide only partial maintenance; and 27 provide no main- 
tenance. 


Median Salaries Paid to Hospital Superintendents in Hospitals of Different Sizes 
——Median Salaries—____—__— 


Daily Average Plus Full Plus Part Plus No 
Patients Maintenance Maintenance Maintenance 
feel grace aenecers $1,860 Eee Dee cacacs 
DOCS. 6 evatasesecwsohenes 2,390 3,300 3,000 
OOD. ois tia sie were 3,600 5,000 5,280 
i ence 5,000 5,770 8,210 
All Hospitals .... $3,600 $4,200 $6,000 


In the hospitals providing full maintenance, 32 of the superintendents 
are nurses; 25, are physicians; and 9, are lay people. Two-thirds of the 
hospitals with less than 200 patients in this group have nurse superin- 
tendents. Three-fourths of the hospitals with 200 or more patients have 
physicians as superintendents. Salaries paid to nurse superintendents vary 
from $1,140 to $5,000; those paid to physicians from $2,030 to $9,720; 
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and those paid to lay people from $2,160 to $6,000. Physicians and Jay 
people who receive the higher salaries, however, are superintendents in 


the larger institutions. 


The salary paid by the typical or median hospital in the group provid- 
ing full maintenance, is $3,600. Salaries vary from $1,140 to $9,720. 
One-fourth of the hospitals pay their superintendents $2,400 or less, and 
one-fourth pay $5,000 or more. Salaries increase according to the size 
of the institution. The typical hospital with less than fifty patients pays 
its superintendent $1,860; the typical hospital with 50 to 99 patients, 
pays $2,550; the one with 100 to 199 patients, pays $3,600; and the one 
with 200 or more daily average patients, pays $5,000. 


When only partial maintenance is provided, the median salary is $4,200. 
Half of the hospitals pay from $2,700 to $6,000. The lowest amount re- 
ported is $1,500, and the highest, $10,000. Of the 33 hospitals in this 
group, 20 have lay people as superintendents, 11 have physicians, and 
only 2 have nurses. Physicians’ salaries range from 4 receiving $2,400 to 
one who receives $10,000; those of lay people, from 8 who receive $1,500 
to one who receives $10,000. 


In 27 hospitals, no maintenance is provided. The typical salary is 
$6,000. Half of the hospitals pay from $4,000 to $8,000; the lowest 
amount reported is $2,000 and the highest, $12,000. No nurses hold 
positions as superintendents in this group. 


Superintendent of Both Hospital and Nursing Service: Forty-seven 
hospitals reported one person holding both the position of superintendent 
of the hospital and superintendent of nurses. More than half of these 
hospitals had less than 50 patients. Only 6 had as many as 100 patients. 

The typical salary paid in addition to full maintenance in this group 
was $1,885. Half of the hospitals paid from $1,515 to $2,400. One 
hospital paid only $840, and one paid $3,240. The median salaries paid 


in hospitals of various sizes are as follows: 


Daily Average Median 
Patients Salary 
CIS. ecm emanates eae ed mene $1,710 
Wile See en ale vee ce Mea eemeiee 2,020 


ROME 4a cmteielyvocasae sie eins 2,160 
DOO PNG) ws cardlecliaecacdas waleee sc xs 


Al TEOSMEME: bor. sec ome bs se $1,885 


Superintendent of Nurses: The superintendent of nurses is also the 
director of the school of nursing in almost all of the hospitals which re- 
ported. There were only 20 hospitals which reported information sepa- 
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rately for the director of the school, and in 2 or 3 of those places it seemed 
as though they were calling either their instructor or their assistant super- 
intendent of nurses the director of the school. 


Practically all hospitals provide full maintenance for their superin- 
tendent of nurses. One hundred and forty-one hospitals reported the 
salaries they paid. The median hospital paid $2,040. One-fourth of the 
hospitals paid $1,620 or less; and one-fourth paid $2,400 or more. One 
hospital paid only $720, and one paid $7,000. The medians in the vari- 
ous sized institutions are as follows: 


Daily Average Median 
Patients Salary 

Ue NIRS eae tac rey ae eee $1,230 
Bre acs s 6) oere niete sie (ee oles oie ole 1,680 
OAR | pls eceuatetererete as atelan eo eesra8 2,100 
OW TUAG > (ae is0o sustarerscous'e shoes: suatoractre 2,230 
PA SER ORBIGAIS re aig ic cleo ce wis te $2,040 


Assistant Superintendent of Nurses: One hundred and twenty hospi- 
tals reported salaries for this group. Three of these reported partial main- 
tenance, and one, no maintenance. Of those giving full maintenance, 
one-fourth pay $1,200 or less, and one-fourth, $1,565 or more. The 
median salary for this position at the present time is $1,360. In 1929, it 
was $1,530. The median salaries now paid in the hospitals of different 
sizes are as follows: 


Daily Average Median 
Patients Salary 
De have rove rnukoneie ap ekaneisie! eels $1,200 
PT" pone sp hocpsnly ar ale arate tons lev eiie 1,200 
BOGE alecaue ies erouacsione tele aisay' since 1,420 
BOOTINGS® 'o53) ore now aaicseiwane s 1,485 
UDG BibaIS? Bostic dice ase oe $1,360 


Night Superintendent or Supervisor: Two hundred and four hospitals 
reported salaries for this group of employees. Of these, 179 provided full 
maintenance. One-fourth of the hospitals pay $960 or less for this posi- 
tion, and one-fourth pay $1,315 or more. Salaries range from $420 to 
$2,105. The median salary at the present time is $1,140. In 1929, it 
was $1,260. The salaries paid in hospitals of various sizes are as follows: 





Daily Average Median 
Patients Salary 
PME Petencid rl eta RacegEe Sete tots $ 900 

GRP MDS ease eh sro eheiack 205 sie wiereleie Tee 1,020 
AENOPAUEDY » erst Saree aie wielacp aren plaka 1,200 
POISE HAB g ascarer'ca: cies a selonanecocensieie/atole 1,295 
PY MAOSDICAIG © ciostr e200 5s aes ohers $1,140 
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The median salary paid in the 24 hospitals in which only partial main- 
tenance is provided, is $1,305. Half of the hospitals pay from $1,080 to 
$1,620 for this position, when only partial maintenance is provided. 


Day Supervisor: One hundred and forty-nine hospitals reported sala- 
ries paid to their day supervisors. Fourteen hospitals provide only partial 
maintenance, and one no maintenance. Of those giving full mainte- 
nance, one-fourth pay $960 or less, and one-fourth pay $1,200 or more. 
Salaries vary from $540 to $1,680. The median salary is $1,120. In 
1929, nurses in this position received $1,260. Median salaries paid in 
hospitals of different sizes are as follows: 





Daily Average Median 
Patients Salary 

ol, - CIS erro wert rerererar $ 875 
DUS Saielwawie awe We siege was 960 
RORP RON “Socuwdcasn cecucawe aes 1,155 
ON IE oars osha aleisiaiec wecwawe rae 1,200 
All Haspitals: cose oc sec cues ws $1,120 


In the fourteen hospitals giving only partial maintenance, the median 
salary was $1,200. Seven of the hospitals paid from $980 to $1,350 for 
this position. One hospital reported only $480 and partial maintenance. 


Instructors: One hundred and forty-three hospitals reported salaries 
paid to their instructors of theory. Where a hospital had only one in- 
structor for both theory and nursing practice, she has been included with 
the instructors of theory. Only 110 hospitals reported salaries paid to 
their instructors of nursing practice. In some hospitals, nursing practice 
is being taught by someone holding another position, such as the assistant 
superintendent of nurses or a supervisor. 


In the Second Grading Report, comment was made that “where there 
are two teachers, schools seem to regard the science teacher as much the 
more important of the two. She is apt to be the better paid and the 
better educated”. The same condition seems to prevail now as at that 
time so far as salaries are concerned. The median salaries paid in addition 
to full maintenance in hospitals of different sizes are as follows: 


—————DMedian Salaries ———__——- 


Daily Average Instructor Instructor of 
Patients of Theory Nursing Practice 
BAD cate teuwetcewee ee $1,170 $ 930 
TPO UN 2 ae sie wee wine mie ew and 1,200 1,080 
FORPESY ctccwcenteupekoes 1,440 1,290 
ZOO PIE cos wcnecusates dae 1,540 1,355 
All Hospitals: 6x0ins Jone $1,350 $1,240 
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The typical hospital pays its instructor of theory $1,350, but it pays 
its instructor of nursing practice only $1,240. For the instructor of 
theory, salaries range from $600 to $2,100, and half of the hospitals pay 
from $1,200 to $1,570. For the instructor of nursing practice, salaries 
range from $380 to $2,000, and half of the hospitals pay from $1,080 
to $1,440. 


In 1929, the median instructor received $1,500, and in 1932 she 
received $1,380. 


Nine hospitals reported that they provided only partial maintenance. 
The median salary in this group for the instructor of theory is $1,620, 
and for the instructor of nursing practice it is $1,380. 


Operating Room Supervisor: Two hundred and three hospitals reported 
‘the salaries paid to the nurses in charge of their operating rooms. One 
hundred and eighty-eight hospitals reported salaries for this group in addi- 
tion to full maintenance. Fourteen others reported it in addition to par- 
tial maintenance, and one reported no maintenance. 


When full maintenance is provided, one-fourth of the hospitals pay 
$1,080 or less, and one-fourth pay $1,425 or more. The lowest salary 
reported for this position was $480, and the highest $2,420. The median 
salary is $1,200. In 1929 and 1932, the salaries for this group included 
not only the heads of the operating rooms, but all “heads of special depart- 
ments”’ such as the diet kitchen, out-patient department, delivery room, 
etc. The median salary paid to this group in 1929 was $1,280; in 1932, 
it was $1,250. Median salaries paid to the operating room supervisors at 
present time are as follows: 


Daily Average Median 
Patients Salary 

ACE SLMS ROCTCE OER ENN ORR ae $1,020 
DRED. ie iocis wi sterol oe etereguane s Wieeus 1,140 
Le Nal R Ors See ENTE ge AC Ryan a ae 1,260 
POD Ra ARS than cutyeceea aloes lesaas ioe 1,395 
PU MOspitals oc. on isk hice $1,200 


In the fourteen hospitals providing only partial maintenance, the 
median salary is $1,365, and half of the hospitals pay from $1,240 to 
$1,500. 


Head Nurses: One hundred and fixty-six hospitals reported salaries for 
head nurses. One hundred and forty provide full maintenance in addi- 
tion. One-fourth of these hospitals pay their head nurse $900 or less, 
and one-fourth pay them $1,080 or more. The median salary for this 
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group is $1,000. In the Grading studies, where salaries for both head 
nurses and assistants were grouped together, the median in 1929 was 
$1,170, and in 1932 it was $1,050. Median salaries for head nurses alone 
at the present time in hospitals of various sizes are as follows: 


Daily Average Median 
Patients Salary 
CCAR” 5.5 pcietiac state mr reermerate ed $ 960 

TOS DO siala die ashe ree ee gael erates 900 
POE Ce wwe ae cae aren es 1,035 
POO ORGS osm cies sce fete ee shale 1,080 
PAD ROSAS rawr Sie acg Seletos $1,000 


This is the only type of position in which the salary paid does not 
inerease consecutively with the size of the hospital. The typical head 
nurse in hospitals with less than 50 patients receives $960, whereas the 
typical head nurse in hospitals having from 50 to 99 patients receives 
$900. The smallest salary reported was $540, and the largest $1,470. 


In the thirteen hospitals which provide only partial maintenance for 
their head nurses, the median salary was $1,110; and half of the hospitals 
pay from $960 to $1,350. 


Salaries for assistant head nurses were reported in only 70 hospitals. 
Sixty-one of these reported salaries in addition to full maintenance. The 
typical hospital paid its assistant head nurse $840. Half of them paid 
from $755 to $980 for this position. No hospital with less than 50 
patients reported any nurses holding this position. 


General Staff Nurses: One hundred and eighty-three hospitals reported 
salaries paid to their general staff nurses. Of these, 162 provided full 
maintenance. In one-fourth of these hospitals, the nurses received $600 
or less, and in another fourth they received $870 or more. The median 
salary paid to this group is $720. In 1929 it was $1,060, and in 1927 
it was $1,150. There has been a larger reduction in salaries paid to this 
group than in any of the others. Median salaries paid in the hospitals of 
different sizes are as follows: 


Daily Average Median 
Patients Salary 
Ce Sac nrcaw wa eaters Hae $ 600 
WORM! "5G: cig kia: w'eiaie:wlaye creche et eres 600 
ROME Gagew seme esewenmee tes 720 
DOO IMS siaiv a: tiwdietaioree scence’ 840 
APY RDG cio cic ese ewes $ 720 
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The median salary paid to those receiving only partial maintenance 
was the same as that paid to those getting full maintenance. 


Subsidiary Workers: Hospitals are much more likely to provide only 
partial or no maintenance for this group of employees than for their 
professional employees. The following table shows for the four groups 
of subsidiary workers, the median annual salaries paid in hospitals of 
various sizes. In all of these hospitals, full maintenance is provided. 


Median Salaries 








Daily Average Aids and Ward 
Patients Orderlies Helpers Attendants Maids 
ERA or cpa ewes a8 $535 $620 $240 $420 
DUM © ssa sie ai eeins 540 540 360 445 
MOORS couse eaisewis 600 9 he 450 420 
200 INS: sacne. coe 515 525 480 440 
All Hospitals .... $540 $525 $445 $420 


The size of hospitals in which they are employed seems to have little 
relation to the amount of salary which orderlies, aids and helpers, and 
ward maids receive. Attendants, however, tend to get more salary in the 
larger institutions. In 1927 the median salary paid to orderlies was $720 
in addition to full maintenance. At that time the median salary paid to 
aids and helpers was $540, and to ward maids $505. When only partial 
maintenance is provided, the median salaries are as follows: 


Median Salaries 








Daily Average Aids and Ward 
Patients Orderlies Helpers Attendants Maids 

ROE e950 ety erate $755 $525 $300 $415 
GORD vce ce éc cis 540 540 425 375 
DOOAEOD” os cise seo sc0 685 645 465 480 
DOO MGBUNG.. op765 10 bier8 620 610 545 480 
All Hospitals .... $625 $600 $480 $450 


Here, again, salaries increase proportionately with the size of the hos- 
pital only in the case of attendants. Strangely enough, the highest salary 
paid to orderlies is in the smallest hospitals. This, however, may be due 
to the small number of institutions included in that particular group. 
Had more hospitals reported, the median might have been lower. There 
seems to be a tendency for orderlies and aids and helpers to receive more 
salary in the hospitals having 100 to 199 patients than in the larger 
institutions. 
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SUMMARY 


1. Salaries are considerably lower than they were in 1929. Where com- 
parable figures are available, they show that salaries are lower now 
than in 1932 also. 


2. The largest decrease is in salaries paid to floor duty nurses. In 1927, 
they were earning $96 a month; in 1929, they were earning about 
$88 a month; now they are earning $60. 


3. Salaries for all types of positions in the professional group increase 
proportionately with the size of the hospital. 


4. Size of the hospital seems to have little or no bearing upon the amount 
of salary paid to all subsidiary workers except attendants. 


§. There is a considerably wider spread in the salaries paid for different 
types of positions at the present time than there was in 1929. 


Coming Meetings 


American Protestant Hospital Association, St. Louis, September 28. 
American Hospital Association, St. Louis, September 30-October 4. 
American College of Hospital Administrators, St. Louis, Sept. 30-Oct. 4. 
American Occupational Therapy Association, St. Louis, Sept. 30-Oct. 4. 


American Association of Medical Social Workers, St. Louis, Septem- 
ber 30-October 4. 


Children’s Hospital Association, St. Louis, September 30-October 4. 
National Association of Nurse Anesthetists, St. Louis, October 1-3. 
Canadian Hospital Council, Ottawa, October 8-9. 


Ontario Hospital Association, Toronto, October 15-17. 

Kansas Hospital Association, Emporia, October 26. 

American Dietetic Association, Cleveland, October 28-31. 

American College of Surgeons, San Francisco, October 28-November 1. 

Association of Record Librarians of North America, San Francisco, 
October 28-November 1. 

Association of Western Hospitals (formerly Western Hospital Asso- 
ciation), San Francisco, Calif., week of April 20, 1936. 

Hospital Association of Pennsylvania, Pittsburgh, April 22-23-24, 1936. 

Hospital Association of New York State, Buffalo, May 21-22, 1936. 
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A Court Decision of Interest to Hospitals 


HE BATTLE CREEK GENERAL Hospirat. Association, a Michigan 
Corporation, Plaintiff, vs. Warp H. Wicuiams anp Forrest G. 
BRADEN, doing business as Williams & Braden, Defendants—TuHeE 
Circuit CouRT FOR THE COUNTY OF CALHOUN, STATE OF MICHIGAN. 
Of interest to hospital associations and their boards of trustees is the 
late case of Battle Creek General Hospital vs. Williams & Braden. This 
proceeding was one brought under Sections 13903 to 13909, inclusive, 
Compiled Laws of 1929 (Mich.), for a declaratory judgment. Judgment 
in the case went for the plaintiff association. 


In July of 1929 defendants among others promised to subscribe the 
sum of One Hundred ($100.00) Dollars for the purpose of assisting 
in the incorporation of the charitable institution known as the Battle 
Creek General Hospital Association. In return for this subscription, the 
defendants were to enjoy the privileges of charter members of the Asso- 
ciation. A further, and more important, term of their contract was 
that one which provided that the Nichols Memorial Hospital should 
deed to the newly formed Association all its realty and other assets when 
requested by the Board of Directors of the Battle Creek General Hospital 
Association. Pursuant to the plan of organization, the Battle Creek 
General Hospital Association was duly incorporated in September of 1929 
under the provisions of Act. No. 84 of the Public Acts of 1921 (Mich.). 

It was shown that all necessary conditions precedent to the formation 
of a legal, valid corporation had been met by the Battle Creek General 
Hospital Association. Further, it was given in evidence that the Nichols 
Memorial Hospital stood ready, willing and able to deed its property and 
assets to the newly formed corporation. Another important finding was 
that other subscribers, in reliance upon the proposed subscription pro- 
gram, had made their subscriptions good by payment, or, in some 
instances, by partial payment. 

Under the facts given, it is important to notice that the corporation 
had already begun to carry out the purpose for which it was organized 
in reliance upon the subscriptions of its charter members. In this instance, 
refusal of defendants to meet their subscription payments as they fell due 
gave rise to this proceeding under the Michigan Declaratory Judgment 
Act above referred to. 

Defendants sought to escape liability in this case upon the grounds: 
(1) that there was no valid, binding contract, (2) that the money 
collected had not been spent wisely, but, on the contrary, had been 
wastefully used, (3) that it was necessary that the Nichols Memorial 
Hospital should first deed its property to the Battle Creek General 
Hospital Association before defendants could be called upon to meet 
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their subscription, (4) that the cause of action upon the contract was 
barred by the running of the Statute of Limitations, (5) that the defend- 
ants’ subscription was not needed by virtue of the fact that the Asso- 
ciation had secured a loan from a federal agency, (6) that the subscrip- 
tions to the Association were interdependent, that, therefore, defendants 
should not be forced to pay their subscription until other subscribers 
had met their undertakings, (7) that the right of action, if any, on the 
contract had abated by reason of the institution of foreclosure pro- 
ceedings against the Association, (8) that by an improvident selection 
of a name for the Association the directors thereof had subjected the 
Association to possible liability in legal proceedings, that thereby the 
funds of the Association would be diverted to defray the expenses of 
litigation, (9) that the Association had not carried out the purpose for 
which it was organized, that therefore the defendants were subjected 
to an unreasonable delay, that it was doubtful whether the Association 
would ever fulfill the purpose for which it was organized. 

The courts of the United States have viewed with favor such con- 
tracts as this upon the ground, among others, that their purpose was to 
promote public health, or that their aim was to provide a charitable 
organization to serve the needs of the community. Subscriptions for 
churches, schools, etc., having as their principal purpose the dispensa- 
tion of charity, or the performance of charitable and educational acts, 
have always been encouraged and assisted by the courts. In the over- 
whelming majority of the cases decided to date, judgment has usually 
been given for the plaintiff organization as against the defendant sub- 
scriber, provided that the usual legal tests of the validity of contracts 
were satisfied at the time the subscription contract was entered: into. 
Thus, the law is definitely in favor of the organization of such 
corporations. 

There is, from the point of view of the law, only one defense avail- 
able in this case; that of the Statute of Limitations. Since, however, the 
court decided that the Statute did not apply, we may direct our atten- 
tion to other defenses raised which might, in some jurisdictions, be avail!- 
able to defendant subscribers under similar facts. Therefore, the first 
ground of defense to notice is (6), supra, that the subscription contracts 
were interdependent. It is regarded by the authorities as well settled 
that, unless the terms of the contract so provide, subscriptions of this 
kind are not interdependent, but are independent of the terms relative 
to other subscriptions, so that the liability of defendants herein dated 
from the time when the contract was entered into, and was a direct 
undertaking. As regards the second ground of defense, that the money 
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was not judiciously spent, the authorities appear to be uniform in holding 
that mismanagement of corporate funds will not effect a release of the 
subscriber. Control of the corporation in this instance was vested in the 
charter members. It follows that by paying their subscription, and by 
performing any other acts necessary to entitle them to vote, the defendants 
could, by such vote, control the monetary policy of the corporation. 
Likewise, the third ground of defense, that the Nichols Memorial Hos- 
pital should first perform its obligations before defendants could be called 
upon to pay over the amount of their subscription, is of no avail; 
for it did not appear in the terms of the subscription agreement that a 
deed of the Nichols Memorial Hospital property was a condition pre- 
cedent to the defendants’ obligation to pay. Again, the fifth ground of 
defense, that there was no necessity for calling the defendants’ subscrip- 
tion, was not available to the defendants. It is within the discretion of 
the board of directors, or trustees of such an association, as to whether 
subscriptions already undertaken should be called for. Nor was the 
defense available that a corporate name has been chosen which would 
subject the Association to the risk of litigation turning upon the question 
of the right to use the name of Battle Creek General Hospital Association. 
Such matters of corporate names, designations, etc., can be changed at 
the will of the directorate of the corporation, and such action can be 
secured by the members of the Association through their individual 
efforts by way of amendment. Finally, that there had been delay in 
carrying out the purpose of the corporation was held to be no ground 
of defense. It has been generally held that where the terms of the sub- 
scription are absolute, mere delay or failure of the enterprise will not 
release a subscriber due to the fact that credit may have been (and here 
had been) extended to the Association upon the strength of the sub- 
scription contracts. 

Usually, in the incorporation of associations of this type, there must 
necessarily be some delay due to business customs, policy, and other 
details too numerous to mention. Unless it is certain that the corporate, 
or associate, purpose is impossible of attainment, courts will not release 
the subscriber. It is very doubtful whether the subscriber can be released 
under similar circumstances in any event. There must be present in the 
case other facts which are wanting here to effect a release from the direct, 
absolute subscription contract. 

Norte: Reference to authorities and citation of cases, while desirable, 
has been avoided due to the fact that lack of space will not permit such 
reference. The commentator will be happy to furnish anyone with 
references and citations upon request. 
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Clinics Eligible for Tax Free Alcohol Under 
Mr. Woodruff's H. R. 9185 


N THE ORIGINAL Liquor T2x Administration Bill the charitable clinics 
were inadvertently omitted from the list of institutions which were 
eligible for the purchase of tax free alcohol. 


The Joint Advisory Committee, working with the charitable clinics, 
has been active in securing the enactment of legislation which would 
make these clinics eligible for the purchase of tax free alcohol. We are 
very much gratified to know that there is every indication that this 
legislation will be enacted in the early session of the next Congress. 


The correspondence below indicates the progress of this legislation: 


NortuH EnNp CLINIC 
Detroit, Michigan 


Dr. Bert Caldwell September 10, 1935 
American Hospital Association 

Eighteen East Division Street 

Chicago, Illinois 


Dear Dr. Caldwell: 

We are very happy indeed to send you the enclosed copy of a recently 
received letter from the Honorable Roy O. Woodruff. We are glad to 
send it, not only to carry out Mr. Woodruff’s request, that the informa- 
tion be given the widest possible circulation among those interested in 
Detroit, but also to let you see that your efforts to help us, by writing 
various members of Congress, have been successful. 


Both Senator Couzens and Senator Vandenberg have expressed their 
willingness to push this legislation through the Senate, if, and when, 
passed by the House. We therefore are in hearty agreement with Mr. 
Woodruff’s optimism in regard to H. R. No. 9185 passing the Senate 
during the early days next year. 


This legislation will enable North End Clinic to effect considerable 
savings. We are very glad indeed that our long struggle to be eligible for 
tax free alcohol is about to bring satisfactory results. I started to work 
for it about ten years ago, soon after I came to North End Clinic. 
Evidently perseverance does pay. 

Again we want to thank you for your help in bringing about this 
success. 


We owe much to Mr. Woodruff’s unfailing interest and effort. 
Sincerely yours, 
ELEANOR J. Forp, Director 
North End Clinic 
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COMMITTEE ON Ways AND MEANS 
House oF REPRESENTATIVES 


Washington, D. C. 


Mrs. Eleanor Jones Ford, R.N., Director August 31, 1935 
North End Clinic 

936 Holbrook Ave. 

Detroit, Mich. 


Dear Mrs. Ford: 

I am sure you will be interested in learning that my proposal to 
authorize charitable clinics to purchase tax free alcohol was incorporated 
in H. R. 9185, known as the Liquor Tax Administration Bill. This 
measure was passed by the House of Representatives August 22, and 
will retain this status until Congress reconvenes in January, when we 
hope to be able to have it passed by the Senate very promptly. It has 
progressed now to the point where it appears certain that it will be 
enacted into law sometime in January. 


If you will kindly give this information the widest possible circulation 
among the people in Detroit who are interested, I shall appreciate it. 


With all best wishes, I remain 
Sincerely yours, 


(Signed) Roy O. WoopruFrF 





News Notes 


Mrs. Edna H. Nelson has been appointed superintendent of the Women 
and Children’s Hospital, Chicago, succeeding Dr. E. T. Thompson who 
accepted the superintendency of the Mt. Sinai Hospital, Milwaukee. Dur- 
ing the last six years Mrs. Nelson was superintendent of the Ryburn Me- 
morial Hospital, Ottawa, IIl., and before that time she served the Queen’s 
Hospital, Honolulu, T. H., Rockefeller Foundation at Peiping, China, 
American Red Cross at Knobe, Japan, and the Relief Association at 
Jerusalem and also Paris, France. 


J. E. Grundy is superintendent-manager of the Marion City Hospital, 
Marion, O. 


Dr. E. S. Loizeaux succeeds Dr. Charles E. Sisson as superintendent of 
the San Diego County General Hospital, San Diego, Calif. 
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Financial Support for Group 
Hospitalization Plans 


HE DEVELOPMENT of city-wide group hospitalization plans raises 

the question of who should initiate and finance such experiments. 

Introduction of hospital care insurance in a community requires two 
types of financial outlay: first, payments for promotion and administra- 
tion, which at the beginning constitute the major expenditures; second, 
payments to participating hospitals, which ultimately constitute the chief 
outlay. The subscriptions should suffice to meet both these costs, but no 
more, having in mind the costs and risks incurred by the participating 
hospitals. In the last analysis, the subscribers must support a group plan 
of budgeting their hospital bills. If subscriptions are too high or too low 
to achieve these ends, the subscribers or the hospitals must “stand by” 
until an adjustment can be made. The employed personnel of the asso- 
ciation should not be expected or permitted to share in the gains or losses 
resulting from subscriptions which are “too high” or “too low.” 


But to say that subscribers should support group hospitalization is not 
the same as saying that the first subscribers to a plan should pay high 
enough rates to create a “surplus” or “reserve” for the protection of others 
who join later. Equity would demand the reverse of this procedure, 
namely a minimum subscription rate to employed persons with sufficient 
foresight and willingness to enroll at the beginning of a program. The 
important point is that the total subscriber-group, through their repre- 
sentatives—a non-profit hospital service association—should bear the bur- 
den and risk of introducing group hospitalizaton in a community. 


There are three potential sources of funds for initiating a group hos- 
pitalization plan—private promoters, participating hospitals, the general 
public. Private investment may be ruled out as impracticable, because 
of a tendency to emphasize profit rather than service. Participating hos- 
pitals have done yeomen’s service in several communities by providing 
capital through loans or advances. But the procedure gives rise to diffi- 
culties when other hospitals join the plan or receive subscribers as patients. 


The community, as immediate and ultimate beneficiary, is the logical 
source of financial support. The trustees of a non-profit hospital service 
association should borrow funds or receive contributiens in the same man- 
ner as any charitable corporation. This makes it possible for initial ex- 
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penses to be met without waiting for the enrollment of subscribers, and 
also enables the subscription rates to the first members to equal those to 
later subscribers when ‘“‘volume” has been obtained. 


In several metropolitan areas the Community Chest has loaned the 
working capital to the local non-profit hospital service association with 
the understanding that the money would be repaid when, as, and if re- 
ceipts from subscribers warranted such action. In each case the effect of 
the loan has been to stimulate public interest and make available a group 
hospitalization plan which enrolled large numbers of subscribers. In a 
southern community a local philanthropist advanced the working capital. 
In New York City the original funds were obtained from two well-known 
foundations with headquarters in that area. 


The community should, in its own interests, refuse to allow a private 
investor to assume the risk of promoting a public service project. If the 
general public in a community are not willing to provide the initial capital 
necessary to introduce a group hospitalization plan, they do not deserve 
to have the benefits of such a program. For communities in which there 
is only one hospital, the trustees of the hospital may be said to represent 
the interests of the entire community. But even here it should be clear 
that it is the community as a whole, and not the hospital as a business 
concern, which gives the impetus and the guarantee of voluntary hospital 


care insurance. 
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Book Reviews 


HospiraL ORGANIZATION AND MANAGEMENT. By Malcolm T. Mac- 
Eachern, M.D., C.M., D.Sc. Pp. 968. Bound in red cloth, size 634x9¥. 
Twenty-two artists’ drawings tipped in, 185 charts and illustrations. 
Published by Physicians’ Record Co., Chicago, 1935. Price $7.50. 


The author of this work needs no introduction to the hospital field in 
America or abroad. For a quarter of a century his purpose, as well as 
his vocation in life, has been the development of professional and adminis- 
trative efficiency in hospitals. 


Dr. MacEachern has drawn upon his vast experience and his wide 
knowledge in writing this authoritative text on “Hospital Organization 
and Management”. From the opening chapter on the History of Hospitals 
he details successively the classical procedure in the organization of the 


hospital and its various services. 


Of especial value are the chapters on the Medical Staff and the 
Organization and Operation of the Clinical Services, the Nursing Services, 
and the outline of Adjunct Diagnostic and Therapeutic facilities. 


Of particular interest is the author’s arrangement of the record forms, 
and the check list of equipment for the various professional departments. 


This volume is an excellent text, equally interesting to the lay person 
interested in hospital operations and to the members.of. the hospital staff 
and superintendents. It is a complete compendium of. accepted policies 
of efficient hospital management. 


This book should be in every hospital library, as well as in the personal 
libraries of hospital superintendents and department heads. It is the most 
important contribution to hospital literature that has been made in 
recent years. 


2, 
ee 
O 


NutTRITION IN HEALTH AND DisEaAsE FOR Nurses. Lenna F. Cooper, 
B.S., M.A., M.H.E.; Edith M. Barber, B.S., M.S.; and Helen S. Mitchell, 
B.A., Ph.D. 6th Ed. Revised and Reset. Octavo, 711 pages, 123 illus- 
trations. J. B. Lippincott Company. 


That a nursing text should go to the sixth edition in seven years is 
ample evidence of its value to the nursing profession and of its authors’ 
fidelity in keeping it up to date. 
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The division of its 59 chapters into sections on Principles of Nutrition, 
Food Selection and Cookery, Diet in Disease, and Cooking for the Sick 
and Convalescent, gives it particular worth for use as a text as well as 
for a reference work. 


The appendix contains complete tables of comparative food values, 
raw and cooked, standard portions, and all the mathematics of diet cal- 
culation and thus serves as a handy reference for the working or teaching 
dietitian and for food and health clinic use. 





— * 
° 


Mabel F. Pittman, formerly connected with the Vicksburg Sanatorium 
and Crawford Street Hospital, Vicksburg, Miss., is superintendent of the 
Home and Hospital, Findlay, Ohio. 


Edna Myers has assumed her duties as superintendent of nurses at the 
Rhode Island Hospital, Providence, R. I. Miss Myers succeeded Helen O. 
Potter, who resigned. 


Elizabeth Harding has been named superintendent of the Lakewood 
City Hospital, succeeding C. A. Starkey, who resigned. Miss Harding 
served as dietitian at this hospital for the past four and a half years. 


Dr. Fred W. Phifer, owner of the Wheatland General Hospital, Wheat- 
land, Wyo., was killed in an automobile accident on May 31. 





“HOSPITAL ACCOUNTING AND STATISTICS” 


There are still available, at the price of $1.00 per copy, 2 
number of copies of “Hospital Accounting and Statistics.” The 
present edition will soon be exhausted and those who have not 
secured the additional copies desired should apply for them at 


once, 
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CLASSIFIED LIST OF EXHIBITORS 
AT THE ST. LOUIS CONVENTION 


BUILDING MATERIALS 


Acoustical Treatment Materials 
PVTAGTOe Cage Clee ac os hie ck Kerwledoeaunducene'wcemes Lancaster, Pa. 


Blinds, Venetian 


ROMIEINS COs sic ec cad et wes'd cena decee Menke adaasaee aeuelenn Pella, Iowa 
Cove Bases, Rubber 

Steaman Rubber FicoFing Co. .....6...cssvccceseee South Braintree, Mass. 
Flooring 

mee CORR (COR i o's xiv s trae Ge main duh we eenadeia ne wigemars Lancaster, Pa. 

Ve a ee re eee re Chicago, II. 

Stedman Rubber Ficoring Co... ... ce scccsscccucss South Braintree, Mass. 
Linoleum 

Mena CR Ce 6 6.5 ASUS ee i cs co ae ae ee Lancaster, Pa. 
Paints 

U. & Gutte Perelia Pamit Cie vs cccccccenewvswnvas Providence, R. I. 


Pipe Covering, Cork 
Srinivas Compt Cie 'so.cc deciles Va eecsienee oesaceswvewen Lancaster, Pa. 


Ray-proof Rubber 


Stedman Rubber Flooring Co... .....6...0csceccesves South Braintree, Mass. 


Screens, Window and Door 
MORON GN gl are & c.2 as fu & Gig D wis 6 aw laa ore wre ie WET Wek ee Pella, Iowa 


Stainless Steel for Fabrication 


PORN CNG COO Oi bc acivinn Gee sven cewewd cle b ewe ele uinns Brackenridge, Pa. 

Riternmcrones Nicer Coj, BNC. 6. 0c ee cesece ce neewecnus New York, N. Y. 

FU EOE COM ie 0665 evee ce cumisieesveceus nes gree Massillon, Ohio 
Stair Treads, Rubber 

Btedman Hubber Wicoting Ce... iinnc ccctcewecncs South Braintree, Mass. 
Thresholds, Rubber 

Stedman Rubber Fiooring Co. .<......2 266. c cccp wes South Braintree, Mass. 
Tile, Cork 

peer GO i 6. oso bas cc Kenetbedee si stanusdeens Lancaster, Pa. 
Tile, Rubber 

i CE. CO ip incd wakes stk ae twee dles tae eae Lancaster, Pa. 

Stedman Rubber Ficoring Co. .......0esecccdcues South Braintree, Mags. 


Wall Covering 
omen COON: Cis cease cease ws dee eereewenanae Lancaster, Pa. 


Wainscoting, Rubber 
Stedman Rubber Ficoring Co. ... <2 cscecsieccccvdcs South Braintree, Mass. 


Window Equipment, Reversible 
WRETDUINEE UTNE SNUMIE ORs co ook 6S oe ws acne we arels were ekacee Cleveland, Ohio 


MECHANICAL EQUIPMENT 


Accounting Machines 
International Business Machines Corp................ New York, N. Y. 
Ineticass GUely SIRMINEON Ole c 6c.cs ec uaass cent inegecess ...-Dayton, Ohio 
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Annunciators 
Dicteprann Preeuis (O., TNC os. cc ccccc vee sev eceweseons New York, N. Y. 
HoltzersCaperpectnic .Co., INC. ..60 so disc devecccccees Boston, Mass. 
International Business Machines Corp................ New York, N. Y. 
SURMORT WICCIIIC TIMC CO... oe cee bcc ec cere rene es Springfield, Mass. 


Bed-pan Device 
RCRA UAE <P RIAT OO, TRG ose 5. 566 0a fo rkeee wise tree We were 6.0.8 Pittsfield, Mass. 


Cash Registers 
PUMRUNELARL COMRERY CCHIT Oo. o sees eiioy see ws digi melee ols wale Dayton, Ohio 
Clock Systems, Electric 
International Business Machines Corp................ New York, N: Y. 
PICTEHIN SRUEBOURIO TAINO OO, oo 5 6.0.5.5. 0 scsi sisiele sie we Wow eee Springfield, Mass. 


Fire Alarm Systems 


PROT BOTH Oe MUCOUS OG. BIC ook 56 ohio Sie ns 0s 6 Wis era le Selb ee Boston, Mass. 
International Business Machines Corp................ New York, IN. ¥. 
BEART TROCUNS TIS CO. ok oii ccc noe Siew ce Cais meee Springfield, Mass. 


Fire Detecting Apparatus 


DDIGTORTADN PE TOGUCIS CO, TING vos isc. cies < baeraianere ne s:0! seven. New York, N. Y. 
Plumbing Equipment 

ay ee ee Chicago, Ill. 

MURMIGO HRRMOTY BITE. CO. os: cia is acs 40 wins oer ersieie babe wwe e Pittsburgh, Pa. 
Radios 

International Business Machines Corp................ New York, N. Y. 


Signaling Equipment, Complete Line 


DICtORTARE TTORUCIS CO., UMC. 0.06506. 056i c iw ese cee sce ees New York, N. Y. 
Pelimer-Capot Pieciric Co., INC... cccicvececcvcssevsevves Boston, Mass. 
International Business Machines Corp................ New York, N. Y. 
DEAT TROCCITIS THRO CO. ccc ec eriessecersecccar Springfield, Mass. 


Telephone Systems 


Decent Preeeetse Co, BG. ccs cece ecsscecvvwes New York, N. Y. 

PION Mer COPOU BiCCITIC CO., ENC os. s.c cose sence a bieee ew eae Boston, Mass. 

International Business Machines ON Sos ce-ch ele ee New York, N. Y. 

WLC MNOCIIIC TUNG COs cece se ev ce rece ecet Springfield, Mass. 
Typewriters 

International Business Machines Corp................ New York, N. Y. 


Watchmen’s Recorder Systems 


PIGUBRRa AOE MICO UIC CO.) BNC 56 ook cleiio soi ore dono 6 wlelecw es Boston, Mass. 
International Business Machines Corp................. New York, N. Y. 


GENERAL FURNISHINGS AND SUPPLIES 


Apparel, Nurses’ 


pS SN TS Oe me Aer ar Pittsburgh, Pa. 

On OEE OR 5 A | SS ae ee a New York, N. Y. 

ea UINNE PIN o ol gS) aca’ go 6 o's we we hori. aa ers Olea Ceara Troy, N. Y. 

PRU OT PO COs TING «aio. 626.06 0686 0s 8 obese ecw aces ORO. ORE. IN. 

ee aN ID sas elo n''a a oso clonal vic a.6'@ SOS ie ad w1bi@lere wp eee St. Louis, Mo. 

Snow-venite Garment MEP. CO... cceweens see cwesves Milwaukee, Wis. 

OE gs cgi cick. bas Ube 6080s oboe ewe Philadelphia, Pa. 
Back Rests 

ey ek I os o's Ses Pk a eae oe ors ORR Ree New York, N. Y. 
Baskets 

PROMI TIADOUE COOUD yo aie «6 0-0) 06:45 4 os Walon Wie dessa blie.e vac New York, N. Y. 

OE C505, RENO, TH MINEEE 035050. 0G oes, Se bs ob 6 6 ons es.b vise oe OWE OIE), Ie Oe: 
Bassinets 

TT a ee ee ene err ee ee New York, N. Y. 

MIE IT MDG arate, ol 96 50 4.0: 8 ow 4 lace G ¥iaa mele eye he ere Columbus, Ohio 
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Beds 
ee ae ee EE DR ad 5 co vada Oke Rew Sawkh Om mw ewe New York, N. Y. 
Ee, DOORN COs ccck sc tcrcnasnancdesi wave cauben ed Buffalo, N. Y. 
DERM CO BM, Sores 6 cca hia eeennae de cod@apaaetaldas Batesville, Ind. 
I IE ORS i og n'a ve woawn bdo eee eee ceere Chicago, Ill, 
Sy Ge SE IN is ok Weeder kee setae ne ee «oan eee nne Chicago, Ill. 
NO, RSs a oe wea nee cee cee owane ede eerel eee Chicago, Ill. 
SUR a Os oo ac 6 ooo oo renib.o eg emake éanalea eae Grand Rapids, Mich. 
Bedside Tables ’ 
ee ak, PME SEs ik wi bcs 60 cone oad wale ee eee wee Wee mes Hammond, Ind. 
CR CIs, IN ae a 60:6 oon ak eam ii We etamal Woe bro alia eee ee Elyria, Ohio 
Hall & Son, NE Pea cs ws be nade base aaa New York, N. Y. 
Pees. eT Cs cnc cc oct scteesexvecynedasiastsceuaa Buffalo, N. Y. 
CE PPP CEE tere rrr Batesville, Ind. 
Hospital Import NS -c0. eink bdo wie a eee he en ek eraeea New York, N. 
yO ccd euKe css denkabbencneeweeewelenen Columbus;; Ohio 
Gy ee IN Os on cv ck et ce wheseeet kee cence pega cepa Chicago, Ill. 
SEeTR , Go og apc ad kod winle'e oe een ae wralna eee watedo anette Chicago, Ill. 
PR SE OG aia Sie dice tec adkeeednandembes eee Grand Rapids, Mich. 
Blankets 
ey Con Sie... We Wisi eo ivewie cecwenwedcamennne sania New York, N. Y. 
re Cee Oe RE Wo 6c nee sce cee ee caaeuan eee New York, N. Y. 
Carolina Abeorbent Cotton -Ce. 1:65 occ cc ccc cc wowtees Charlotte, N. Car. 
Ct EDs 0:0: aa 6a wee ORAS SA Owe ea ei ee ee Chicago, Til. 
Horner Brothers Woolen Mills... . 2... .ccscceccccancve Eaton Rapids, Mich. 
DUCCWMAGINGE SW CRNINEE OOo ie 15:56 cmon 60. 0:0.0 ere wtih. g oarecd coe e\un ahaa eae ral Chicago, Ili. 
EE I i'n Gin aor nb enn eee bdtaah beet eeweene ena Albany, N. Y. 
ee CA. WOO Cine cee oe chinee rented sere. cuwesaeen Chicago, Ill. 
Teeter brute ©0., TNC. 266565 cw tndene dune enw woes eee New York, N. Y. 
UES iN NNN aS aac i as cs gran cece load ceria coda eb alae ata aal Wha gue ol a ae Milwaukee, Wis, 
Blinds, Venetian 
NelsCreen CO. Kae cis Kiwi etc cunese sd ccmesian ces epee semeeeen Pella, Iowa 
Books 
i Oa) te A cs sc tern. e de Meee haw me meee ee eee Philadelphia, ‘Pa. 
POE tig Ue, as oe a cote tu acer dawn piece ore mune eaten es Philadelphia, ~~ 
MOrntnethe OOK, ENO sic knob vino nt enere madlehenicenwemeunies New York, N. 
Be © OL Nabisco wa vise canecuees Mabheeeuseeta ame St. Louis, Mn. 
Si rrerOmae Gtk. “Wie | Iis.¢ o sacs 06's wcvlw clea duis seus oe emuaeeeee Philadelphia, Pa. 


Budgetary Aids and Control Systems 
Tie: Wie: Cas oo kc 6s cakscde ad euscedayasaneuas Chicago, III. 


Bumpers, Revolving Bed 
Dtsiblonr CHMOR  O0ii6 e653 cere p ised bce a mwien waa woes Evansville, Ind. 


Bumpers, Rubber 


CNY Co ONG ic die cee Sack ade ewe eee Recess newenmean’ Elyria, Ohio 
Stedman Rubber Flooring Co...............00e. South Braintree, Mass. 


Capes, Nurses’ 


Mates. TaeWOe COs. icc6 kos side wets coec ces @ectorcuewnewel Pittsburgh, Pa. 

Gnhow-White Garitiont Mig. Cosi co ~.66cccceieeceweeseeaee Milwaukee, Wis. 

0. Ue oe Oe A error rere ry Te ree Philadelphia, Pa. 
Carpets 

Crise: ae Can Be Co aot roe ce ntnvegan ne eeeraweamaces New York, N. Y. 


Casters, Complete Line 


po OR. ee te es yee eR eye Bridgeport, Conn. 
ee le OL reer ree rr er eer ee es Elyria, Ohio 
Darece Guster COe os dec ccictdvccccnsesenuiwereceweses Evansville, Ind. 
Chairs 
BetecGa.. NGO Ooisicéc ciences ceases cetaneeev susan eeaas Hammond, Ind. 
co a a ee met eer rs Batesville, Ind, 
PE CR, coc ccthasecadeekaow dene hese Oetan oink ieeweed St. Charles, Ill. 
Royal Metal Mfg. Cow... 20s eet hehe ee Uti tts coseeveceeset Chicago, Ill. 
iieieintel COs, DEG oo old coe iceiced CER Mee ews eeecg eee ame Chicago, Til. 
MIGROS’ CANONS OO 6c icc kcs ews e eee cetnaddeawemete Grand Rapids, Mich. 
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Chairs, Correct Posture 









Ee OFS, Ec | [a New York, N. Y. 
Chairs, Invalid 

NNN NONI R ENR oo ore or'0)'g bbw Dns: aU eue per eie, ccd Tece ete WO Le Rola ee Chicago, Ill. 
Chair, Specialist’s Perfection 

PO NEN 9 as 6 csc oie ssin sole wlaicna el aie alWi Sle bl ecetareieralaleeeeare Hammond, Ind. 
Chair Rails, Rubber 

Stedman. Rubber Flooring Co...............+-.. South Braintree, Mass, 
Children’s Clothing 

PUREE ORO WOOL RINE 5 copie o.oo 0-006 6.4" 0 eel 6 vere a ee mcane New York, N. Y. 
Children’s Decorated Sets 

PROGID RIOT OLD 66.5 ooo 0s eso ces Si eee a ee eweeens New York, N. Y. 
Cleaning Supplies, General 

BO et Os 5 AO ak Eis 6! 66 0.5 -5he i0icers, Wivlg 6 Wielewie eae elec « Wyandotte, Mich. 

EY SU Ns sng doin o 60 ON a Od DOW ab ceew a anee bow St. Joseph, Mo. 

Peumtineton Taboretorion, INC. ... 1... ccccccccvccscccsccs Huntington, Ind. 

CN ns oie se5 os oleic view eRe ce nees ones New York, N. Y. 

Midland Chemical ~ ~amaine BAG cc Vawie Se cio etemie eel Dubuque, Iowa 

a Ns Uso. 6: ge ooo 859. ooo o EIA % 610i oe els br4y OlbLe/e;mcerS Chicago, Ill. 

Ross, Inc., rT cedar ees eee FRR eon rea Milwaukee, Wis. 

Vestal Chemical BIC, ONO oa: 65:0 ie. 5:0 05 ps0 o-orelei tere St. Louis, Mo. 
Cubicle Curtain Equipment 

SUE De Na in go win og p's. 4/0-bsallevw Geese s Coa-Siecwiew ecb New York, N. Y. 
Curtains 

OE eM RRISNN ON TRY gas scl Sansa a Uae Ws. aule bed ws. Wo seh laronsel OMe Wlmogl wae Tor anes oboe Chicago, IIl. 

Pen RD RN MRE 65 eva) 5) 1G. 9150 ee, Wines Pid Wbue Wp Ore SSN GCS we eee Chicago, III. 
Cushions, Bed 

Master Bedding Makers of Amer. ASSN...........05+000. Holland, Mich. 
Detergents 

SE ES is i! (Care et & a eS eg eA Wyandotte, Mich. 
Diapers, Disposable 

DOMMMG tae DORMOON, IMCS 66.55.06 so oins0'e'e 60s. 6 eee 0-8 New Brunswick, N. J. 
Disinfectants, Deodorants 

eee EN MEE cg 5. 55. 24 9 1b5b-6 5 tis -w o's wile SIGS WIS OO ew SOS Danbury, Conn, 

COMERCIAL Car eH VOL COLD. oi ccc tiescees ses seesresese Brazil, Ind. 

Palivara Chem, Co... sso. St. Joseph, Mo. 

Huntington Laboratories, Inc Huntington, Ind. 

Midiand Chemical Laboratories, INC... esccccvesetene Dubuque, Iowa 


Vestal Chemical Gaboratonies, INC... 6s sccc seen esees St. Louis, Mo, 


Disinfectors, Deodorizers 
Os SE NEOE NODS 5 n6 5.6 6550 oe oe Sees we Ss 8 2G hw be eee uses Erie, Pa. 


Dispensers, Soap 


Conrinental Car-ma-Var: COPDi6 i iceccccce ees cscvceciesecenens Brazil, Ind. 
Ne TREE, OO is elise sales 8 one oe 80.6:s ge wo ees 0 ee bebe St. Joseph, Mo. 
EARNED TAVOFATOVICR, TNC. 6.65 ce cee nse sce sc eveee Huntington, Ind. 
RE I hg dooce 'g: piece) ¢W'e wo wlone &.¢ sw 8 6's! 0:8 orara ae ae New York, N. Y. 
Midland Chemical Laboratories, Inc...............ee028. Dubuque, Iowa 
Weeent Chemical LADOFatories, TNCs. inc. ccs ees e sess St. Louis, Mo. 
Door Silencers 
Rae Os ERIC? ORINGE 5 65's. bs bs ecebe dees cep saicenwes New York, N. Y. 
Drapery Materials 
ES: Rr ee ee eee ee eee New York, N. Y. 
Ce a ER SE reece er are oor oa reer ae Chicago, Ill. 
ee ed one 5 er hb be i wie ike wide st3b CGO eb oe 6 0% Chicago, III. 
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Duplicating Machines and Supplies 
See RO Gn I oo does cedec bce edeceavewees New York, N. Y. 


Fabrics for Upholstery and Drapes 


ge a ee ee ne ee ae ere New York, N. Y. 
CREE RO Oh ig aie oa ale ad prc ble eb elkaua ue wie eigsd Oe eR OE Chicago, Til. 
IGVGU Sen, WANE Dies ccc cc cccekertanetevestes ame ben meeiod Chicago, Ill. 


Filing Equipment and Devises 


Hospital Standard Publishing Co... ....2.cccssccccceccunce Baltimore, Md. 
PREP RICIAIE CRMCONG @i oo accs aoe Rie Cae ee ce eon eee ele Chicago, Ill. 


Floor Scrubbing, Waxing, and Polishing Machines 


Coe i, ko a ss ccna one ee oe Wola he ean vs beawaeeawel Elyria, Ohio 
Continental Car-Na-Var Corp.......... Pe er ae er ee Brazil, Ind. 
PEREIREE PERRIS BNO 6 a6 org pk cies eche cb are ete mewa ne Cute eae Elkhart, Ind, 
pe re Se |”. Pa rr ee a Huntington, Ind. 
MERKEN > NIMs ENO as aes pa een sok ea be0 ee ane wae ee eae Sela Rome, N. Y. 
Midland Chemical Laboratories, Ine... .i.6 cc ccccccceeceae Dubuque, Iowa 


Floor Treatment and Maintenance Supplies 


Comtinentnl ‘Cars Naev ar COP .c-6 sh ieiie cs cc cccewmactawneeenees Brazil, Ind. 
EC, gs hon 6 Ssh Oe a eee ae dae Elkhart, Ind, 
PURSE GOO, OR oo. cca ene. 0s SEA wae ao UN a de ceed eee St. Joseph, Mo. 
Huntineton Laboratories, INC... «06. ccccciecnccscceenes Huntington, Ind. 
Midland Chemical Laboratories, Inc...............ceeee08 Dubuque, Iowa 
Vostal Chemich) Laboratories, INC... ccc ciiscccccctecetves St. Louis, Mo. 


Furniture, Complete Line 


Biave. MeO (OO s 5 odin dccs diieevatacend aemadas Buffalo, N. Y. 
PP CAs RE Cease heh cac acdsee see neakew seme ep een Batesville, Ind. 
BRQIGRNT Ce to 6 cece 6515 Oks ce oo eww woe ke aeea eee kee St. Charles, Ill. 
SE ne SO OO i ckere sec cetetenkie we ieaeees ahha Chicago, Il. 
ee to sy) a) arrears! A 
SREY Oe? MRD: ChERs og hc 0 c.'a cre cn wie wm iw o'el e's a1e-v, welaiaia's aa areata Chicago, IIl. 
SR Ce UB So os 5 Wo soon he F aa ee ware ewes wat een Chicago, Ill. 
Stickley Bros. aie hae oa xo shel ace eet aR IR wiacte ela are maiate Grand Rapids, Mich. 


Furniture Tops, Rubber 


Stedman Rubber Ficoring Co. ....0ciccecccesess South Braintree, Mass, 
Germicides 
re CR SR. i cb cob eka seth Hes deans eeeoenben Danbury, Conn. 
Continental Cat-Nan Var COPiis <<. cccicccwsecesneescabwabeans Brazil, Ind. 
Sc nwiceet es tw ree MaKe Ke ROEM ER ESR ERE St. Joseph, Mo. 
Seettetem Tmmorntortes, The... cs ccc ckscivwccsccccens Huntington, Ind. 
Midland Chemical Laboratories, Inc..............ceeeees Dubuque, Iowa 
Vestal Chemical Laboratories, Inc............ccccccceces St. Louis, Mo 


Glides, Furniture 


I On ine cU hk ccc cSCRU ERE V CRO Oe CSR ERE Re Elyria, Ohio 
Dientey CURT. TAR oe eck nnciceerwes Hntewarecneeas Long Beach, Calif. 
Wetlene Coste OO 6c cx cc cee eC ade wescud os a wueeeec een Evansville, Ind. 
ee gs a PPT e eT TT ee re rey New York, N. Y. 


Gowns, Complete Line 


Me ATIOGL | SNE GsOke 6.5.0 6K b ccee Rene scenes waa meeapkurd Pittsburgh, > 
es OS aie sno kk 2 8 eee ane 6 oe eee Re New York, +3 

MeO IRIIEE ONO, oo 6h 0. 66 xe a acres eR he RSS Nawdedeeeamenen Troy, ¥ 
Seated Pee Ch, TiS c: 06-0 00 c0dn ease cce 00s aeesese ae N. =. 
ReGen WEIN le is die ia ss Raw Oise nea oes we memne ewes Milwaukee, Wis. 
Ganrecerneen Gepememt BEER. COs. isco icc cccnceeuctcess Milwaukee, Wis. 
Welt an OCG, ©. Ele tec ucensuanevnacedmep ede dawa mes Philadelphia, Pa. 


Hardware, Household 


Sebsiee Os Wiles. ERs bay -c so n'wla owe be Oe pce w eles vise sae eeaN New York, N. Y. 
Insecticides 
Westel Chemical Laboratories, ING. .6.ccccccvesvceceseesoce St. Louis, Mo 
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Inks, Marking 


BOGiow ate WUSNNCAT ACO. 6's sa <5 aoe ee bass ween bec wae eee eu Chicago, Ill. 
Lamps Floor 
Prometheus: Piectric Corp., The. 6.050500... cece ee ces New York, N. Y. 


Lighting Fixtures, Complete Line 


Re Ne NAIR ores Seg ececet bow ls pre OE: wine tacwelely) Sane Sees St. Louis, Mo. 
Linens 
RC Bares MBs reas Vidi ee ocie Io bob ac boheaile se @ pieTalbnacs.p/ate. 8 # ec ete New York, N. Y. 
‘American Hospital EY ER as 5 cne-6. egal 'e 0.6.0 ee eo eee Chicago, Il. 
RINE PENI sg Ns FN 5. ab 9: 6d. Wa! wierd: w8 alist: avd @ Slergeace Se New York, N. Y. 
Carolina Absorbent Se IN vn yh Ven eed os dee eee Charlotte, N. Car, 
ORNs IMU RR a Goa cc h-Grg) oe ss6/'v/-0 wor a5 a8 AS 4S 6 5p e De cle wmeled Chicago, Ill. 
a a Sind cee wes eee! he OA RS BOE Troy, N. Y. 
ee re NO EN a 0:5: 6% 0 ont & Sibip e010 9. oor ha wale owen e whe wib ewes Chicago, Il. 
PIONS) PE TOUUCIS CO,, ANC. is sissies ccwevees oasectsccen cttw SOME IN. 
Re AN aN DE oo ah 0h gs 06.50.50 Tov os ohe 1 hrsas wae 4S Oy. ee REA ICO Oe ero Chicago, Til. 
RU. POE, TOD 6 ooo iced « cio. 520 0 6ip 0b iecg- 6 wi ecko o erecta soe acer St. Louis, Mo. 
Ss his Soe aa Vie he ee beh eelecs See eee kale e Milwaukee, Wis. 


Mattress Protectors 


ears tet Mo EN WW soa eG lb ics Sais ois eee eis a ee ew Se New York, N. Y. 
Ne Sg eNO ge iy ala gt aan gs wy eins ROS aE Chicago, Ill. 
PAN PE MIE 515 dre nce ai ule: 9a eee Ae Or ola, weet eine eg ears Chicago, Il. 
Mattresses 
COT ES ORR Oe Se ga ee New York, N. Y. 
IIE MM ooo Sian ig oo el a wr ell hele ie mw wre Gok een ae Buffalo, N. Y. 
Pee eR Me NEN gaa. E sr aslo oid es eS A OE OE Batesville, Ind. 
NS ER os picid ale Bow h-O8 Bae Wik bee era e oa Chicago, Ill. 
Ce RO, POT Boon cca c abies es ccsevsseravaccen Boston, Mass. 
Master Bedding Makers of Amer. ASSN............-.000- Holland, Mich. 
OUND Oc, FAME go. bo sose'-e Actyiciao dvs hse diese aleve aiw.a)Guetawieiae ue amare Chicago, IIl. 
ee IE OO going Ge scod sw Fc es va Gielo eos olere wales vals Grand Rapids, Mich, 


Nurses’ Uniforms 


Angelica Jacket Co......: POT OL ER LE ee Pittsburgh, Pa. 
NN 0 EE TIN ofa ha oi so bh ces bib a Nacorce al ghee 8 © Bie shale le NT Re IES. oes 
IE ON iss soho Gib le hie Se dlk 0 o4 eo ee Rea ee Troy, N. Y. 
TU TI Os EINE ao cos: wie -54 eens via low ace Sls eh ere! evan New York, N. Y. 
Pier ore MENSCIOTE) COe x. c8s cick ss 6 Sas pnie ee a een St. Louis, Mo. 
a Nb bine 8 bok eS e Be be 8 OOS Oe ES wee Milwaukee, Wis. 
Baow-wnte Garment Mig: Co... ..esccenseuseevevserss Milwaukee, Wis. 
EY Re i a rae hae bre RA ea eae e Philadelphia, Pa. 
Oiled Silk 
Pe ee eee ere T TCT Eee ee ee eC TT ee New York, N. Y. 


Occupational Therapy Supplies 
Horner Brothers Woolen Mills.............ceeeee. Eaton Rapids, Mich. 


Overbed Tables 


ene, MIN IN a 6 aco ia itn. ww 02 Spano Slr Wea areola New York, N. Y. 
Rm CRIN ROME MINN 15 ogo kos ps Sig ev erw) fw Me tareraece wb ONICa Sewer Batesville, Ind. 
SSD PE, LEFT CCTCL EET ECCT CER TOE Columbus, Ohio 
INNER e RENIN 7 o-ia spc: Siio! a0 5: orev 15.160: 80) iw Snel NIRURE Wl de o1BOrRL OTE Chicago, II. 


Pail Silencers 
ee I ig ss die do NS TS OP aS ee ee Boston, Mass. 


Paper Specialties 


en PN IIE oo ca tio ace Tale pest ore otis od. sree Wang ReM EM eo as Milwaukee, Wis. 
Pillows 

Raa SU aM I, IR wag 6c oe co ins erore in pee wim ener gl wal & eopemhecure New York, N. Y. 

Dep eeNCNNNAIS SR EIRORED SOO 6 056-4 ora: 609s 0008) 0's 0:0 9nd eine bs Sas ale wee Chicago, Ill. 

I Nr a Gals 96,6 10d. 8 A TA OR AG US a Chicago, IIl. 

NIG i co fore 5 wo Wits 6 eo 4S sie es wn wR eres 0 ae Grand Rapids, Mich. 
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Pillow Slips 


alee @or, Ene, TE OB ccc cicmesive ad tinge edeesdareteees New York, N. Y. 
American Hospital Snes ‘COPis oo vein wecncewcscceupaneuns Chicago, IIl. 
RO Pe ORR. BR NG 666 oe CoRR ORR eee we awards New York, N. Y. 
Carolina Absorbent Cotton Co.........ceececeeeeceee Charlotte, N. Car. 
CRAG Oo dt ci ceca neawass oe beeen snmeeee dace eeleem Chicago, Ill. 
pe Ser err errrrerr re rr eer ee Troy, N. Y. 
Maver (COL. WURNMOP Gis oo. 65:0. Ses be ae ine simak nbivea petmelneed Chicago, Ill. 
Neate! Products Co., Tne. 2... .c ee cc antes ecececes cc Sane weer 
, ere ere rr rere ee ey Milwaukee, Wis. 
Pins 
Capetinan Abeotiient Cotton Ce. «onc cicticcces wn swkecas Charlotte, N. Car. 
ot i i | ee er mr mr 


Rubber Sheeting 


American Hospital Supply Comp. ....ccsccveceovsencieacass Chicago, Ill. 
Caroime Absorbent Cotto CO. 0c. ccccsnessvcceuses Charlotte, N. Car. 
DEGREE BITE CON, 6 ock6 ein tv tis owe seus sioeeeueed New York, N. Y. 
RNCMNECLD (OURS OOo 6.6.0.6 0 howe be ac be commence an vedowe New York, N. Y. 
mea Ge Cae, eG Bas occ ccc tea ste eedanna cans ae Boston, Mass. 
pe oe ee ere rer ret ei ror, Ne ¥: 
NIGIMOCHG Ge COn . c5c 6 ccc ccos cass eeees gee ees eee k aoe 
Maw SIONS (Oe onus ccc eecuy cence cir detee ee ane ce een York, Ne 3. 
Prien reine OO Oe sak akan wine boecwle meaeaaea New York, N. Y. 
Ohio Chemical & Mfe. Re Siew ee dunn rep esnedenese em Cleveland, Ohio 
Ns wae bWewee et seb ebebs Cenk ee ewe he eee Milwaukee, Wis. 
Sharp & RFR MER OCIS 3 oo ee ag ee eee ee Chicago, Ill. 
Rugs 
Cs Oe ee Ci ice ieee scenes eee beasauaweserees New York, N. Y. 
CaO KICieR RENIN 5 cc's ed ors oud a o claresdieicco pl wie nip area are we mae Albany, N. Y. 
Screens 

ee ee ee, I as as Wiel ke ee OOO ee ee ee eee New York, N. Y. 
AA. IS ks ok Cie ce rexa cbakou ses tae here ewan Batesville, Ind. 
(eu Og Ee, ee dele etree ened ed beer dee a x phe wee gia New York, a 

WNentel Producta €0.; Ene. ...55.ccccccceccccscccecce ccltQee) MGM aua Bs 
POnOCGe. Ie Ghee ccd we cesaewakineeawk nee Vaan Columbus, Ohio 
RICE RUN ore aren wal ea de Rerelne ek se Sica Ree eee ee ee Chicago, Ill. 


Scrubbing Compounds 


Comtipemtial CarsMa-Var Commi. «0c cccc csc cteccscvcsscssacecs Brazil, Ind. 
Dee eee CO, Pd Pie 6 cease oe wens eee eeewaatesuee Wyandotte, Mich. 
Bator CUGMMIONE Cle 66 6:56 60.6 6 twice siesnwcevigic a ddewam nae St. Joseph, Mo. 
Huntineton Laboratorion, Inc... .ccccsccccccsccecesss Huntington, Ind. 
Midland Chemical Laboratories, Inc... ...ccccscccecessecs Dubuque, Iowa 
Vestal Chemical Laboratories, Inc. .......ccccescccsccccce St. Louis, Mo. 


Sheets and Sheetings 


AVR ©? ia itd Eile 9d cie «Whe was vend Fe ae acic che dew emcee New York, N. Y. 
American Biospital Supply Cosy. .....0 6. ences ees cencn genes Chicago, Ill. 
ee et, Oe Eee Wc ane as wee & am nev Wiwiare si ieieie'eremiens New York, N. Y. 
Carolina Aveorbent Cotton COs... csc ca wccteccesaue Charlotte, N. Car. 
BRE esenee CORD oo hoe ce cced ae taco ew awa tee en walknees Troy, N. Y. 
Neste? Products: Cos, ING... co cirsce 3 hie tine cine ene a core oie: ARG I 
Ross, Inc., WUD oi ois 6' ois ocs ice oin'n'o balan es 2 aa ie ged Ove eo Wis. 


Soap—Liquid, Bar, and Powder 


Continental Car-Na-Var COrp..... oi ccccccccteccsensccetaveces Brazil, Ind. 
BORG: Salet COs. EMG Ge Bis c sie tn cee ewww weensx eae Wyandotte, Mich. 
PRMIGOE CUMINOCRE Cle so iis'6 kc owe Soe Sis 6 wees oes ese he St. Joseph, Mo. 
Bluntington EADOratories, ENC. . 6 6c cccccnccccewcsecwsas Huntington, Ind. 
Midland Chemical Laboratories, Inc..........0.ccscscoes Dubuque, Iowa 
Vestal Chemical Laboratories, Inc............ccccccccccs St. Louis, Mo. 
Spreads 
eee CO. BAC Wi Die wit oon orcad wn we ¥ ais 8 witis ee els Beta eee New York, N. Y. 
eikar ime CO. Ei Wiss 66: ca. cary wos e nde dein bone weauad New York, N. Y. 
Carolina Abaorbent Cotton CO... 6c icc ccecccewisceees Charlotte, N. Car 
MEGUGUITINOINOD COND i cca vine cowcene dee One nawandan cane ewes Troy, N. Y. 
ee 2... Bt Se Peer eer Cree New York, N. Y. 
NOMS SE. WEN s 6 cet Weed ends eee Re se teceeueeeaawee Milwaukee, Wis, 
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Springs 
er Oe, CE IN Bolo Soca fe ae rere e's + Gears we hee New York, N. Y. 
PAO | PERCU CO. cies eb a8 CR ea bd eee RRO Oe Buffalc, N. Y. 
MRR. FREE CO oreo. 0 wt gvecel’s 8b ar ei-0s6cce-e-alel bik: bre pense @ ere Rene Chicago, IIl. 
RR UMNN RUNNER TINY EREOIN 05 caccaca gi'aa. desliasw ole 5 %cesasacaetacaievb o/s whalebone Chicago, III. 
EN NE, MO a 6 26 ds cee eeescme es esbews se weee'eas Grand Rapids, Mich. 


Stainless Steel for Hospital Equipment 


i a tS Dearly eS alee ke ooake wele Brackenridge, Pa. 
PMToVMM Otel rICe COO., TNC. os. 0.0. 6oe eee see ee woe e's New York, N. Y. 
EE EE, PR ss card 6 odo oa cee bes Cee hoses wees RS Massillon, Ohio 
Steps, Bed 
REE ASRREAREAR SE BERG 5 <6, s2'o Toh arp Suns pers iseene oh ore eee biaians Wee lece eine Batesville, Ind. 
Textiles 
RS he URC, NRE ANG e559 5 ao ole: Void # OO. 8 Saphire oe aca ND New York, N. Y. 
American Hospital PRIMATE ARI) sg oh -0).s oo 00g Roe start we Ree eare Chicago, 9 
Te RED, Dy ENG TUN 5650: 8 4..0).0 oo 9.5) 0.8 edie 900% 6 oN Breen ees New York, N. 
Carolina Absorbent ONE soe co bales tk ow ee eae Charlotte, N. as 
I MR MINID gay. oi 0 See bo 8) g05s) eo kee bos 0A eke bile bb dwell vie Ca ece iene Chicago, Ill. 
SSS en ree en ae ence Albany, N. Y. 
See ae ONO INIIDD oso ace <d bss 0: 6525 BBO: bres Rig 4 Rue-@ i eww ace eee Troy, N. Y. 
Aa ON SEE ogg. i6 ba gie! fora 9 hi ow lareriese: ocbow ec anaielelevt eS blierhers Chicago, IIl. 
RSet DATTA) RSs) WIRES «6 4 a 5s wee. 6 1020 a -cie cone ta oa eosebeld New York, N. Y. 
een Rs NE catia ov Gee Seg ao a wir kw 6 ec S-Ale te iene SORES Milwaukee, Wis. 
Towels 
AULT ERGRE 62 RUD" CSRS 1 0S) «OE a Roar re a ee ee New York, N. Y. 
American en ny GD. bce vc an eee ews en ends rae ene Chicago, IIl. 
EE ES er eee er re ee New York, N. Y. 
Carolina Absorbent MMR Ra. rons Sh ace era Was 9 ecw iocere Charlotte, N. Car. 
a less ne be a PM COP ak web oe Oe RARE Chicago, Il. 
RI ATO VIII EU iyo crs oc sw ba aiwid: & ce ¥-RES-a wb ate ee a OS Chicago, IIl. 
RCO Ie POCER ODL, MICs, 6554 es ois a) ele 608 60 we bien ie Sens eta 88 New York, N. Y. 
USNR NE © PMI Nig occ cs oon fais) ainice aig o6eve So Gib iw 3:a' ore MW We lbaca wig GALS Milwaukee, Wis. 
Trays, Invalid 
TS AO, SO, RG goo 6 ae sa een ee AR ele New York, N. Y. 
Trucks, Mop 
I I cs ha ns oa lg GA eee 4 ES eS Elkhart, Ind. 
Trucks, Service 
CEST CONNER L: 77) 40S eR eae eter eg eee rae Hammond, Ind, 
eas N25 opto 10-428 ge We Aho sa 6G) wie rey wa DO recare ATeoeiace ee Elyria, Ohio 
OWE PE, CRO a ci bo cose eee ade bipit erste eee aR ee Palmer, Mass. 


Uniforms, Complete Line 


SRE rey MRE, POM NIONNE RRR 5 6 6.9. oss. is :'40-e) wlavales a ecene doy. bacecete d New York, N. Y. 
i i Mb a. 9% bs MN o BO be ace ene ee a See pe Ook Wee Pittsburgh, Pa, 
a NR I RD ooo. a: oslo sa was A alo oe PRle 6 PerRle els eeldrs New York, N. Y. 
IIIT NII oo 5 76. 6-5 08.0 54 ce ieceleceee wip Gee barb le we ele Troy, N. YX. 
RSE OP OREN COs INO gi ok 56s oe i 6 ko 0d Ka sie noe ee ee New York, N. Y. 
Ee eee ee ee ee eee ee St. Louis, Mo. 
ESS TOR Daa a Siete rate mere eee nee re Re be Milwaukee, Wis. 
Snow -White oo Ee ee re es ae ee Milwaukee, Wis. 
TUE CI hcg Roe coh ok oe Slane woe ee be wee RS Philadelphia, Pa. 
Vacuum Cleaners 
eR NINN oo iy, We aia: a 5i-pucb bv wth kcal cw ROG bie lara Sees oa ete Rome, N. Y. 
Vases, Fibre and Rubber 
ES Rs SUM RETO Ls. 5 oop -6.60'5..0 Gotta ere neueno race wrasWeleawcee New York, N. Y. 
RUGpEIN PEG SETEOOEE: CC OUD 0.5.5 a 50:00 4.0: 8.0) 0 lao wiry 7015) wa norb/-e-4.0.4 foal New York, N. Y. 
Bteaman Rubber’ Wlooring Co........ 066 cece ses South Braintree, Mass. 
Wheels 
Wem ONO a aig coc vole tpe ose ececese $bSe oe bee etre en ere ee Bridgeport, Conn. 
MN RN TN MEIN coer 1s 9 aya teclavlo wip ouine Labor peter ee Wale bora e ee Elyria, Ohio 
RE IRNNINEE RINNE MSO opine 650 G60 eves Aan: cee W. 6,9 Se Owes Wake Evansville, Ind. 
DAVIS Be SaTVIS, INC. 6 ois. o Kensie tees vet sectors eens Palmer, Mass. 
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CLINICAL AND SCIENTIFIC EQUIPMENT AND SUPPLIES 


Adhesives 
Carolina Absorbent: Cotton Co. ...4..5 6 csc ccccepeccewes Charlotte, N. Car. 
Jdohnneon & Johnson, ENC... ..ccwscccccccccccsccee NOW. Brunswick, N. J. 
eI IE CURR ra tae oe oso tings 6 «6 ales a da oe ama oetate Walpole, Mass. 
ae oS I arr rrr rr re Detroit, Mich. 
Seamless RUVVEF CO... ccc cc ocencvecussasecce cece NG GARG, COMM. 
BanIbh & BOMe Be We ose icc cies wees acawee eee e 0c ore eee aera awa oe 

Anesthetics 
Ct IRE ON oo a na sad ace ao oes Wie an eee aeneeawes Cleveland, Ohio 
Matitineckrodt Chemical Works. oi... ccc itccdencuscseuanes St. Louis, Mo. 
1 ee 0 a rr errr re fC A. Ne 
ES Gs eee ee Tee rer Cleveland, Ohio 
Puritan Comnrestod Gat Corp....... ic neec ween scsncces Kansas City, Mo. 
Gee a I. I Re 6 bik wos odo 0-0 boo deewiae eee cae eeeee New York, N. Y. 


Anesthetizing Apparatus 


ol a rr rre te 
RIE DG. iin 6 6 w0.0 0.0.08 6 66.066 0:6 006 6:0 0.0 0. 0-9:6 6! 0:0 0 ge 
BT SO = Se reer re er errr re Toledo, Ohio 
eon Deere COL DOR ee ona See sad cnc actcwawagpiowe Chicago, Ill. 
yee OC RGeeD Glttee, NE, COS aig ks bene wacom e wa pbas pepe Cleveland, Ohio 
ay ee Be ee eee eee Kansas City. Mo. 
ee Ee Se adeeb sacnecesiesces eeu Long Island City, N. Y. 


Antiseptic Oils and Borated Powder 
NE E.R vbr cheek dca ddpacreseesnrenaebeeneneved Newark, N. J. 


Bandage Cutter 
Cee Ne Ci as ie sc cers sete v one cmcapewe wet nanardh on St. Louis, Mo. 


Bandage Maker, Plaster of Paris 


Anvoticnn Hoeeplinl Gunpiy Corie «occ ic cscs cccecenswces Chicago, Ill. 
Bandages 
Beeericnn TMosgital Bapgly CORB. 6066 is cnc cccanes +epunecees Chicago, Ill. 
Peto, PCMNNOM Ge Cle es oe Keele esc wccecnseseee geen Rutherford, N. J. 
Burrows Co. ....... VOR Ler Ce reer eee ret Chicago, Il. 
Caronne Abeornent Cotton CO... ... 6 xcs se cco eueeeunes Charlotte, N. Car. 
DOMIINCNE GE WOUMBON BNC viet tdice cred wean ance wpe New Brunswick, N. J. 
EE: SE ere or Tee eT ee Te ee Walpole, Mass. 
Pare; Davie & Coss occc cess ccc eeesces, cavenevecccaepeues Detroit, Mich. 


Beds, for Intravenous Therapy 
CRA. eg UG linc. © 2 ore'n eis wis tno a we eee erate Kansas City, Mo. 


Bed, Obstetrical 


Riese BOOMS BOG a5 a5 55 ok ve Scien he ON ola Ce eee Pittsfield, Mass. 
Weenie Ge eee COk. MENS i as ce cece csesicnccccnsedcucawen Cincinnati, Ohio 


Bedpan Device 
Hospital Appliances, Inc... ........ccecenescccceccceces Pittsfield, Mass. 


Beds, Fracture 


Die Re AN OO x cccrraroaent ec ees ten ewxe at enenccawanee Warsaw, Ind. 
Ganetar. Piscine Srtay CORD: 66.0 2 sees. e cee se anwar nabs Chicago, Ill. 
pO I Cee Oo. ero ere eer New York, N. Y. 
Hospital and Surgical Service Co.....................Minneapolis, Minn. 
SUNTAN OAD aly 6 a's. 04's 'e mela on oe ee Sd ae ale He wwe eae ee Madison, Wis. 
eet TS Os op oie © 4 oe oF ees a oe Kine Ca eae ener ee oe Warsaw, Ind. 


Binders, Surgical 
Avmelica JACK’ Coli. voc ccc cccides teense sever gececiowss .. St. Louis, Mo. 
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Biologicals 
Se eS 0 Ca aera Nutley, N. J. 
TAQGONIS As DOTALONIOR,, UTC 6.66.0: o si0see08 pierew earache one alerg New York, N. Y. 
FeO, AMA Oe RDO oes iyi oe'¥ ins, is) Veo 'e:s 5.0 ¥s ws aimee e's Sarees Detroit, Mich. 
BRK ete RIE EON gore: bg) 5. gs Scavdgip ontnd wie andie® BSace © ible ela New York, N. Y. 


Blood Transfusion Apparatus 
SSOOUGE, ST MOMINMOR ME COe 5 ci vice ns cee de lseeds covwaee Rutherford, N. J. 


Books—Medical and Nursing 


NS RO a oe 5 yu, mos 8 rgatln ch “Seach a BLS: aeRO arb erate aley eat Philadelphia, Pa. 
apis ow’. K-05 A WS A RCS OR OR Oe Philadelphia, Pa. 
rr oS Sa cri Gow ee a oe REREAD Ce ee ee New York, N. Y. 
I En i is on ok cio tk lal Sete s Smdiw tee Seiko eee St. Louis, Mo. 
SEE WN 5 ONS Ss ys esi eaten ie Sod wie Sa Reo. Balers Philadelphia, Pa. 


Breast Pump, Electric 
NR NU AINSI 255, Fea sree g asco. p:Splictig: 2° pcos w iprb aca Gee eri OL ele alo eR eel Oa Chicago, Ill. 


Cabinets, Warming 


PROP ONT ERISE OOi is. 5. ica ¥, 6 -6-0ip Ris :d b ove ew elae- Oe 3 le eee eee frie, Pa. 
rh es heen oie he E-RK SON ER OE RES OOM Rochester, N. Y. 
Pe N UII OND 5 8 Ong aa kk eins sirasrdevns eee © ose tare impel bw. Fas © eh eC meena Madison, Wis. 


Cabinets, Splint 
Se FN oss aloo gb Rie eae wid oO Mae SET e SUL Piece SiaeE eS Warsaw, Ind. 


Caps, Operating Room 


ree PE, DIG ca 0. iic babes cece ble 0s web diese ba eh a alee New York, N. Y. 
eee ee re re ee eee ee eee ee St. Louis, Mo. 
ee ee ee err Troy, N. Y. 
RG eS er eee ee eee ee re eee Milwaukee, Wis. 
pnow-wmte Garment MEP. Co... cd esecveseeecewcnade Milwaukee, Wis. 
PURPURA Os Ag Sa AD race -ace ve) 6-a0e ec wien pd ioe aol. draco aces Wee ee Philadelphia, Pa. 


Chairs, Wheel 


NE ED 5 i 0's 6:00 PR WR PE 6 Ob 4 ow O55. 9 8) 0088S Ee Hammond, Ind, 
SOMATA PRIN co. 5: oso 8 a slater OR ov OSDe Gow 8, a oe Wile Sin eCatnr erm Seated Elyria, Ohio 
ERNE UUE Se POG ore g 5g. 95! acusig ew v0 9 Sra Ge Dukcw mh! ak ele oe we eran Chicago, Il. 


Chart Desks and Holders 


amen MMRREME TINE SAID! 50 3.'0a's Se lai alee luce ay) Wi 0D A Brae Boe BLate AU Vasa ee Columbus, Ohio 
Charts 

A ree SS ae eee rare et ere a Columbus, Ohio 
Chemicals 

RUA PURCICING: 1 BRO 5. 55650) <ieaiaic i arena eS MwA a eee Oe a Nutley, N. J. 

een ER FETE CO ET CT ETT re New York, N. Y. 

Diatemcerost Chebion! WOrks. «ooo. cc ccccescccceneasenes St. Louis, Mo. 

RR cs gine facade PRR RE ORS OO ROK New York, N. Y. 

ER OO 0. 0 so 00 0 oro ond Bone UR eg ge. © 8 6 bi6.019 OO we Detroit, Mich. 

Pairateees TMEORACGPION, DNC s...66.066s66 een edewencecneseneee Chicago, Ill. 

Res IEEE, LD osc 5 lara sisinos busteny sy aio a Ole F mdhtr0.6.616 New York, N. Y. 


Controls, Sterilizer 
OE TE el oa Pa Aa Detroit, Mich. 


Cotton and Cotton Substitutes 


Carolina Aheorbent- Cotton Co. ...0 ccc cccensscwenes Charlotte, N. Car. 
SO ck SEED, SC. os cc eeteresecenave cre wet New Brunswick, N. J. 
OTN EIN 7 SR aE OS Pre eee ered Mrnrerere ar arenes turer ee Walpole, Mass. 
ee ER OO oh ooo a 4 28.Sieik yes 8 ons bob wwe + 6:50 918 4 9 wale were Detroit, Mich, 
CN Sake” RE EE rere re Gceruts ure ark saa aria arse echrny eeatc. ey Milwaukee, Wis. 
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Cushions, Invalid 


MBavtmann-& Ca., Heil [bis ccicccccstecsrccccesrucestenevtes Boston, Mass. 


Dextrose Solutions 


American Hospital oy CORI: Sasixiden cal ae bee Reed eeee Chicago, Ill. 
BE OO, «660 6h 6066 066666 een sete ecreee need eee eens Chicago, IIL. 
CHRO PINE howires pelcdievec eens aiectieebedanens wea Berkeley, Calif. 
Hospital. Liguids Incorporated. ....... cccvececvcecetscussess Chicago, Ill. 
PRGPINOR BINDOUIS CORD se oo oc cicwecsewrtccierecvoedecs New York, N. Y. 
Diathermy Equipment 
Ee ey eer ee ee Ce re ne rr Milton, Wis. 
General TIGctrie Sere CORD. . 6.6 isc kc iccersccnsweeeteneoes Chicago, Ill. 


Dispensers, Alcohol 





Se I Cis 655 os ha esos coc eanwnwenncca iwecewamead Chicago, IIl. 
Dispensers, Hand Scrub 

OIG O OOO Sihicc ieee ddawss Ces ee nee sews caaeeen es New York, N. Y. 
Dispensers, Soap 

Continental Car-Na-Var COP ioc sce ckiccienscse cenescaseuaes Brazil, Ind. 

pi By OE ee ree reer ee eee eee St. Joseph, Mo. 

Huntington Laboratories, Inc.........cccccscves Huntington, Ind. 

Midland Chemical Laboratories, INC... . .cccsciscccseceses Dubuque, Iowa 


Vestal Chemical. Lahoratorics,. INC. socccacssrncccectacces St. Louis, Mo. 


Dressings, Surgical 


American -THospital Supply Corp... ..sccctccwsdcovcccccesies Chicago, IIl. 
BPO ONG FCC Ke ehKARECS eA dod Ned ueae hodeeuNEnQUdeerans Chicago, Ill. 
Carolina Absorbent Cotton 6 6 Kon va nckan toe seRees Charlotte, N. Car. 
OE ce” OI, PIN 05 6 6 66 0 00:0 Sean enueawese New Brunswick, N. J. 
RE BO, SIs 6 SeltteeKeeewssccaccennneneesécceenseanee Walpole, Mass. 
i BEG CE ONE ss aaicc seed ccGte Redness vewe wreeeemad ens Detroit, Mich. 
AGREE ST, WOU hove vat scakt enaeeacceendee walla pees Milwaukee, Wis. 
Electrocardiagraph 
GaN OI Sel roca Societe cate taweewnews Reem amewawane Cambridge, Mass. 


Enamelware, Surgical 





American Hospital Supply Corps. «ccc ccccsscciicedces ....Chicago, IIl. 
Burrows Co... ccecvceces MERGE ERE CERERS SORE NG WERE Ree Chicago, Il. 
CED SNE (COU a he dcvenenwcceaceeadd Wane bewes New York, 
Hosptial GSapely Co., THe... .ccecees New York N. Y. 
Meinecke & Co........ F New York, N. Y. 
Sri CRI ON ead doce aia.o bc We et eek a pee Sesigle wae med New York, N. Y. 
RE Rie, Whee c bcc oon ccosd cues acneseeeegadawe ness Milwaukee, Wis. 
Ether 
Manmmenront Chemical WOPRs 66s ccciecenecgsaies censeme St. Louis, Mo. 
OE Oe Cah. WE a i ko 055 ea No.8 CESS CET RENE CERES EROS New York, N. 
eee GE IN UG RR cco dee css cceescemeeneemse wanes New York, N. Y. 
Forms, Record 
Hospital Standard Publishing Co. ....6.66 ccc ccccccecvecees Baltimore, Md. 
eee  NENOO  Ciie ek Welk ditcens nd i choles Le eCeeeenviewbaun Chicago, III. 
Fracture Appliances 
OTE ee CB o o-6i0 ck Caso Hee Ce eekmeee ee eawecue ees Erie, Pa, 
A ee EE Os aie vedic cnc anew s we eee knee alana RaReee ws Warsaw, Ind. 
General Electric X-ray Corp..........-seeeeceeeecersscees Chicago, Ill. 
Hospital and Surgical Service Co........cscccccccesce Minneapolis, Minn. 
RCE ENOEE EE CAR. 666 60.06.00 6ee ote ghee eees coudee eeener Madison, Wis. 
ANGE GEN CO e hob eee i neko wee eehee eee eon eeneers Warsaw, Ind. 
Furniture, Scientific 
PG ah UO Me wench adcwe ce wie cdetes aeeteusocuade Hammond, Ind. 
FRORDIURT TONG CON soc cic ie dcden cc ncceevteciuars New York, N. Y. 
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CRIM REORTIB COs. bi 0'6. 6 o:s0rs 66 6: 4:6 8 bee oe ie eels es pe uneveisiee Madison, Wis. 
PCE TINS, BOM is ioc ainieig-s wal eae ame bois OR VE ere e omer ae Columbus, Ohio 
ea 8 RE O76 a go) ooo LO: rn rr a Philadelphia, Pa. 
eee ee eer een rere rerrar set Chicago, Ill. 
REVISE ie SOTTO INIA 6. oo) 5 )au- betes (p bude hbase Seas wieik Robe nS Cincinnati, Ohio 
Gauze 
American Blospital Supply COPD. 6.60.6 6 scscecs rsrecs-ecdsose: 6-6 80-6 peek Chicago, Ill. 
PE ER nig our evar sisi eos oily ole eke ele die Eine Dik histe WEIS ee ee elopte Chicago, Ill. 
Caroling Absorbent Cotvon: CO. « oo cs.sic.ccs06s 000 6 secre Charlotte, N. Car. 
WOURHON 1 (SORDEON, TNC, 6 vinss0000.0 28 0 se We © Oe eeee New Brunswick, N. J, 
i I Nd sive a bie AA wd e eee b OM Ses oO RCS eae Walpole, Mass. 
Pre eaeh AER RE ESO 55-5 £4 ine 6-0 Sv5m:9 re arose dbs SOs Bi aL Nees aleLaleaece Detroit, Mich. 
a, I 6-6-5 0 00k ace. 0s we 8 4cb 66S RD Rea ewe e Milwaukee, Wis. 


Gauze Cutter 


Ss. Mis ls Be ino k'o.0's ho She eee CRA eee St. Louis, Mo. 
Germicides 
ee Oe Re ta bcos wee ene eee reeeee es wakes Danbury, Conn. 
CC: CRP VO? COPD. coc cece cere enter vaerereeres Brazil, Ind. 
SE SIN weirs OER RSE ERAS MOSS SOW St. Joseph, Mo. 
PEUDUANEUON IGGSMOPRCOTICS, TNC ..66 ccc cc csc se ese tess Huntington, Ind. 
Midland Chemical Laboratories, Inc.............ecesee0. Dubuque, Iowa 
Vostal’ Chomical Tiaboratories, TC..... 0... ...0.cceverecvcene St. Louis, Mo. 


Glassware, Laboratory 
CHBRCO EPOGUCIB. CO inc on ciskia 5 Seis ht ipo alee sieie ote le wre s Bi ow Chicago, Ill. 


Heaters, Intravenous Infusion 
Asmoerican Diospital Sunply Corps 50 scicc ccc v eevee ects Secles Chicago, IIl. 


Heating Specialties, Electric 
Premetnous: Miectric Corp., THE» ...6ccicvcscneecesecnsee New York, N. Y. 


Hydrotherapeutic Equipment 


oo NE ee ORO CEPI TC SCE rer eee Re eer aay ee Chicago, Ill. 
Standard Sanitary Mtg. Coe... ccc cee dceceseenssses Pittsburgh, Pa. 


Hypodermic Needles and Syringes 


SCO. (MMOL a MOOS 6 shod Odeinie b o41o 0 os Wlaeee Beawes Rutherford, N. J. 
Ct) OE Et aS tS Ra ee rate he aC eae ee ee eee eT See oT Nashville, Tenn. 
er i Cs awe repens ebnesion kw ebane New York, N. Y. 
ee OR Ns bv OVO eE NHS Oe ROR SSSR OOS New York, N. Y. 
PERCE TEOD THMITUIIONE CO... oc icc tced sosrevessenseses Needham, Mass. 
Sharp & Smith Co...... SAO ne I RO Chicago, Ill. 
Infant Incubators 
ARG COO, WU TEIMION oo iieinrss, wees" 5:68 '9)9l Sie oe Drei slo Biewlwiee wee Rochester, N. Y. 
oe ae. EAT TPT ee Cre Cee ee ee Boston, Mass. 
Lo EST SE SE 6 CR OE ae ere ee rr LPP a Re a me ere as Chicago, Tl. 
TS oS. , Sa ere ea a eee are ae eRe era rare aaa Madison, Wis. 


Infant Products 


PORNO NI PND vivid chee o's 0. Sia esleercie HS Wels Gels BOM AMe ae Comer Newark, N. J. 
Inhalators 

oe I, Olay | SA Reno Se oe ae er em RE a Elyria, Ohio 

Puritan ‘Conmpressed’ Gas: Corps oos 6-60 006 a ose see eee Kansas City, Mo. 


Instruments, Diagnostic 


BS Tae A Oe 5 oot s Sewiekcaeiee eee ein alee eateles Rutherford, N. J. 
Instruments, Surgical 

Aymerican: Hospital Supply Corp... ccc cccesesoveewcdecwes Chicago, Tl. 

ee ide ae eke SE 6.S 86 OR KOS aE Dee Re mee Danbury, Conn. 

errr eee eT ee OT TLE TR CT Chicago, Il. 

OO Cer r  r rer eer ey ee eT re Nashville, Tenn. 

Hospital and Surgical Service Co........cccesssscvce Minneapolis, Minn. 
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THE HALL FLOATING SPRING 





You are invited to visit booths No. 70-71-72-73 

at the Convention of the American Hospital 

Association, St. Louis, Mo., September 30th 
to October 4th, 1935. 


If comfort means anything to the well being of your patients, you 
can't afford to pass by and not investigate the quality of comfort the 
Hall Floating Spring offers. It gives more comfort, more enduringly 
than any other hospital bed. Built on the principle of the familiar 
home favorite "the box-spring" it has the added comfort feature of 
being completely suspended. There are no underneath cross bars to 
interfere with free suspension. Patients rest easy any way they lie. 
Raised or flat the spiral coil springs hold their shape. These comfort 
features, extraordinary in a Gatch Bottom, do not retard the smooth 
operation of either back-rest or knee-support. They are easily lowered 
or raised with less turns and less effort. With quick starting action, 
rigidly positioned where wanted, the Hall Floating Spring is as de- 
pendable as it is comfortable. If you have not examined the Hall 
Floating Spring closely before, the St. Louis exposition gives you the 
opportunity to do so. Our representative will be glad to give you a 
thorough demonstration. 


FRANK A. HALL & SONS 


Office, 118-122 Baxter St. Salesrooms, 25 W. 45th St. 
N E W Y¥@o@eEe Gc & FF 
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EIGADIO) SI DOPt “COM 6 i555 secs ones aiwele anda oee-eetes New York, N. Y. 
PEORIA SII. Os RNC o-oo oc6 ahiste wenn eee oe Meche wed New York, N. Y. 
EOC OR OF MIRUNUMIOIG (OO), 6-66 6 6.5: bine bod bo be Keer e ne Needham, Mass, 
NR IE Me DRE an Se So iplas oak Oo AG acele AE aNES MLTR RTE Chicago, Ill. 
Sharp & Smith RRS ars ihre aa EaL ators ohatieas ax AG etme tine Sic ecata ra ener Tore Chicago, Il. 
Insulin 
SONNE Ey ite 7 NINES ltt HR 5 0 Saiserns De ab eoar aoa el ecale uaa breed ae ben New York, N. Y. 
Intravenous Solutions 
American Hospital Supply Corp........ccscceessesccessece Chicago, IIl.. 
MOAN MOEN S56 x5. 0d foyb; Sein arsesceleiia\ia’ gceen tai wcason ez4: ales bike aie Wiereh & Wor ecale eipuetarle Chicago, Ill. 
I then ago aka a Wig wale aoe & we ok ae RRS ee Owe Berkeley, Calif. 
FACRDI) GNGE INCOPDOTATCE «6 6 6:i.66/0.6) 01 84:0 2 00k 6 6. eee ba eet Chicago, IIl. 
POPING! “GA MINOUIE COND. 40:66 oc5:6-0 00h 0 toewnses ceececcDNeOe SORE, I.E. 


Irrigator Holders 
cat Ee OC CHES | 0 | | RR AROSE Eee ore SN RAE Ae er ae RT Ne a ie Milwaukee, Wis. 


Irrigators, Vacuum 
PUGH UTORE COORD 56.60 654 cits: vis /0:3:60ie baie oa BS oR ete we eee New York, N. Y. 


Knives, Detachable Blade 


CN. aie ae ks tel eds wale OR ORS Seweww en eee eee Danbury, Conn. 


Laboratory Equipment and Supplies 


SERN Any EES MOI 55.9.9 n'/0',6 10-4 6181 Bice C waco Ecaloh ace! ose otanave oe ela mae Chicago, Ill. 
Sees ITS COE ke ect nev estsacddesesactdacvcs Dt La BF, 
PIGNDIAT BUOY CO., TRG sou ols oie ete ca biccye eeecee Whee CW ROME: Ine Sy 


Lamps, Operating Room 


CE 38) OL RE PREM SO Coe ie aR? Ps RACE AP Oe Sen rerr me Oar See Chicago, Ill. 
SOMES RA 5 TP MENINDE coi .6. o/0:6;10 6's eceielibuds ai O16 eS arate oe Mia velo Rochester, N. Y. 
NG ARs TO So oa <6. are ania miata S60 ea kh e's em ee Ow St. Louis, Mo. 
Prometheus eerie MCBRIDE. 6-0. bie e. 66ie sels -e ie bowctarerece New York, N. Y. 
Ss I HEE sae. 6-0 k ko 4 wee RN SK OR ewe ee Milwaukee, Wis. 
Srenalar nies COS clei ok ot dake cheese oe Madison, Wis. 
Scialytic Corp. of iusearien eee eee Ce ee ee ee eT es Philadelphia, Pa. 


Lamps, Therapeutic 


OTERO OTIINN sb 5: pein ele 15 5%. 6 web: or Wal oso ele len eiwybi 6 ANG ode! wid wle-eceli eee A. ee 
Hanovie Chem. & Mle. Co. oi... os ces cess arcs scenccs 0s sw co ROWOE DNs ves 
Ses CO OR, RG ik 6-60 cick cece es ee tes tenn Cleveland, Ohio 


Lights, Emergency 
ann at ENE PI Ng are anigeatain hela iis aechne prsec nn oaee etelerm Caterer Milwaukee, Wis 
Seimivtic Corp: OF ANMIOPICH 6.5.66 es ose Gti cgc ce ee Owe ec Philadelphia, Pa. 


Manifolds for Oxygen Therapy Units 
inde Air Products: Co., Tes... sasiiciss ose k on eens New Lork, W. ¥. 


Masks, Nose and Mouth 


SUAS PENNIES ate APRON ETIIOED, PMNS os Scie a vies ac dhove! gi Sen all ef psevavatiane ate New Brunswick, N.J. 


Metabolism Apparatus 


NUMAN RES SUMNER MRITER, DS 6 59 69.0.0: asco eae lec.e ce s¥ acotiace iw eaten ealemecw ts Boston, Mass. 
ee ee ea, a eo aa Toledo, Ohio 
PEICIVOME TOBEDUTICMC GOK: 65:64. 6 0. 0'si0-sc0r5 se sie 010i one 0 056% wee wie Chicago, Ill. 
oT Go! sie ern Saree SONS tar ree ae ater eae Cambridge, Mass. 


Napkins, Sanitary 


REOTAOE. TAORIER! BURY “COED. on ech scp ecemveceiscncees Chicago, Ill, 
MNES ON ag ots cg olen oon risk bw arts ows V tocagios Ke 6918 ace OEE aceon elecetetayoners Chicago, Il. 
Carolina Apsorpent Colton CO...6 . os cccecessosceeey Charlotte, N. Car. 
POREBOR Ge JORNBON, ANC.....0 coccescrecveespececwes New Brunswick, N. J. 
MAINES PUNTER IN Soo dose 6 Whi see fo alow Manele nic eke bGlee hae Walpole, Mass. 
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NEW SANBORN APPARATUS 


(On Exhibition at Booth 164) 


MODEL C-G 


SANBORN ELECTRIC. 
PORTOCARDIOGRAF 


Latest development of the standard Einthoven 
String Electrocardiograf featuring a new CYL- 
INDRICAL GALVANOMETER. All operat- 
ing parts completely inclosed—light-proof, dust- 
proof. Simple to operate, economical to run. 


THE SANBORN 
CARDIETTE 


A radically new amplifier tube type portable 
electrocardiograf. Lightest in weight, only 23 
pounds; lowest in price, $550 cash, f.o.b. Cam- 
bridge. Makes excellent heart records. 





MODEL E-L-S 


(Electric, Inkless, Spring-balanced ) 
MOTOR-GRAFIC 
METABOLISM TESTER 


Now, electric motor-blower circulation, plus the 
spring-balanced oxygen bell, makes breathing 
during the metabolism test easier than ever be- 
fore. A Stylus writing point eliminates bother 
with ink for routine testing. 


Write for descriptive circulars C and M. 


SANBORN COMPANY 
39 Osborn Street, 
Cambridge, Mass. 
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PORTICO, UN re oa ha a ede cp oor ges Score RRP Rione nw ee Sree Detroit, Mich. 
ROE, MIE OMNI sa: ous was or Sasa a ola ene Rema See eed Milwaukee, Wis. 


Nasal Catheter Outfits 


ANID AO OMINORN, eI OO eos ac g esd 09 oes yb OW al ali ele ae Cleveland, Ohio 
Puritan Compressed Gas Corp... . ici cies oe os eo wees Kansas City, Mo. 


Needles, Hypodermic 


RECN, RCN CO 6.56 i ic wR be CaO Rutherford, N. J. 
LE CAE LR A AR eR ee a ee orate rere LMA ct ow it Nashville, Tenn. 
PLO RNIEE CMON oo ps )5 los. m0 sib-4 aoe Sod BASES ORO New York, N. Y. 
PROB IERT GOIY CO... WRG 665.60 ois Sie oe bab ecg neg oe 6 0 a POE Oe. Oe, 
MacGregor Instrument Co........06..c.sccevecseeees NeCCGnamM, Mass. 
MMRPUPNS Tle ROTARY OO 50 oc oc oi di so wha gach sb. HOLS Rie pat eneLe ec bee bev aee Chicago, Ill. 


Oiled Silk 


PIM asG-Teemne 0.5. NC. oc eso eee nS oka eee New York, N. Y. 
Oxygen 

oe gi > ea Cleveland, Ohio 

BPOUORE OR Sarg MEIN Geg) MIO ova a caret fe eed 1G ebivg 1ecel 4b: 68) bolero ae New York, N. Y. 

BApde Airy ProdMcts 1Co., “TMG... 6s. s ccd cos 6 epee disse OO LORIE. Ie ©. 

Puritan ‘Compressed Gas “CORD ii 652s bic ces edeecns Kansas City, Mo. 


Oxygen Therapy Apparatus 


AIRSTICAN SIORDItA! ‘Supply COrps 2.066. ok sees ae Ocho es bee Chicago, Ill. 
MRD TANN A PRINS MARTENS 35: ocd 05) 5: ops os & oP te ale se ow: 5 eee Oana elerarale Boston, Mass. 
NY CR, 7 MN oe a id wi wine a aee bs Simoes were eee kG New York, N. Y. 
MUN ENIRR, Og a 2e ans o5 os oN 6 sa SL 0b Seoul Bac blige bla @ ae E Minneapolis, Minn, 
DECREE RIRPNACO o.oo o50-'v x so ceeds «0D pc bsguo 44: pal ine ein eaten Toledo, Ohio 
Puritan ‘Compressed Gas: Corp <i. 66-66 ss60 6 oc0cb-5 bee mene Kansas City, Mo. 
RRNGPR ED INU co aa 5, we Bee ar de OR eed Maley eke we eee Madison, Wis. 


Pads, Operating Table 


Pe a TRO Bia oo cep bee cus ce chaweeeenouee ep Boston, Mass. 
Schoedinger, F. O...... tira sake de ar BOONE 0 cone Wiahias sora eee 6 9p al oes Columbus, Ohio 


Pails, Dressing 


ramen A TCD: NN gS ig os iar wee ww one ee ee wae 3oston, Mass. 
Master Bedding Makers of Amer. ASSN............ec000. Holland, Mich, 


Petroleum Jelly 


Me aM MMOL) AOI va 7755 ca soe laa ae loc 3a ue deie: Race Kelace Rides bem Cincinnati, Ohio 
Pharmaceuticals 
Asserican Tospital Supply Corp <:.).065 56 sccceeccwe as ce eepe Chicago, IIl. 
EA QUPeAA ATi ROCHE, “UIC. 6: 0, 0 c:5.5 306.519 v5 1 sie laa aie ere ae Dey Nutley, N. J. 
eseric. EAPOVRTOMICE, TNC. 6 oie seer ccecvescevaces INOW. SOME UN: ©. 
Matinekrodt nemical WOrk6. .:5 6.6 sso ce scree. cu ere bole we St. Louis, Mo. 
RE RIRE MeN MEN oo or ee oncas areca es Bice © % Fel wi senile © aw OR ware Bw whine Newark, N. J. 
ERs She EIN gio 000 525-635. 4 oh dag enena iw walle! 6.009 WLopler ca aia are GORGE ERI ee ees les 
RR OR | CD css fo a saseedi5- kro) Swed. weer artp Gi oa as Oe Be Wlateeres ROP Detroit, Mich. 
Petroleear. Tianoratories. BAC 6.5 60s bse cbc e es eee weeeemes Chicago, IIl. 
ES ee lk lll 
WTAE NCI sia. 55.8 65,6 ig Few eke HELO oe Oa Gee rae Ree Cincinnati, Ohio 
CMAN PRON. IO gig, cies! 6.1958 40 0:6 60a. 6 wrasse aoe me pee Milwaukee, Wis. 


Photographic Equipment, Supplies, Etc. 
Ne ee a ob 6 ho 8b Saw we RES REROS St. Louis, Mo. 
Ne RMeRMa RETA RES AOD yg sap Gels ki oS oo Shik sk hE Sable Saunas Rochester, N. Y 


Physiotherapy Apparatus 


NII PIN gare whe es oie aia kok Solano Phos ale Uk bie EM Milton, Wis. 
Cee) erae: eT. ks cbc e ne wicescavanescuavee Chicago, IIL. 
Pano vie “Cues. BME (CO. ir 6655 0s 6 5s. 5 6 a we a seve 0 00s 0 0:08 @ AROUREREIES. ING Balls 
PERSO SCRINOU, GOO., IRE oinic en 5 Don 8 0s 6 skcee ee cee e ee eas Cleveland, Ohio 
OT "COTO es LO ano 6 6: 6:se0o, 1 aid sie loo, 34 wo we Rowe Cleveland, Chio 
WOMEIREIOUNS FFAS COs 6g ks cc wecescveeeces Long Island City, N, Y. 
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Neclica - ECONOMICAL 


IN THE SCRUB-UP FOR THESE THREE REASONS 
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CONCENTRATION. Its 43% soap solids exceeds that of 
any other liquid soap made. Diluted 4 to 1, it gives 
the greatest number of handwashings per gallon. 


NO WASTEFUL FILLERS are found in Germa-Medica. 


It is a perfectly balanced, chemically pure soap. 


Therefore, every drop is active in cleansin power. 
SPARINGLY DISPENSED by the Levernier ie. 


Soap Dispensers* with precision and without drip- 
) ping, the supply of Germa-Medica is never wasted. {f 


*Furnished free to users of Germa-Medica. 


/heHUNTINGTON <=> LABORATORIES /nc 


Denver HUNTINGTON.INDIANA _— toronto 


MAKERS OF BABY-SAN, AMERICA’S, FAVORITE BABY SOAP 
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Radiographic Stand 


eR SME ORRIN EDED 6 5.5 6, 5i-a n.'0 Suse 0 Suse. 'o: Waar epee gol paleo ore ewe ait Rochester, N. Y. 
Record Forms and Systems 
Hospital Standard Publishing Co. .......ccccccccvccccene Baltimore, Md. 
BIO OOO POO: 6 6 oe 4) 5.5. 6-0 "0 6-4:0 6s rails 5 oak He Wei eleweene Chicago, Ill. 
Regulators for Oxygen Tanks 
LP ors PSB Daas coerce! a On Fe Ll en ce New York, N. Y. 
Respirators, Artificial 
Mees NIN. PURTERR TEST ES y 5 bw are ei 6 bes 'widue Wal ce ite sw aces Or Boston, Mass. 
Resuscitation Apparatus 
rr rh ee OM ay vine ss ek-od be eee eee nee ene eee New York, N. Y. 
I I I 6 iis. 5. ecge's 5 008 eoh sore Wie ose: ORES Toledo, Ohio 
MO (Cmte Ry ii MOS OO 6a aris. es occ oa 0a easy es + ow ee ees Cleveland, Ohio 
PAAR COMPEresses Gab COMP. 6 656k wees cece ees pe Kansas City, Mo. 
Rubber Gloves 
Ayerican Stoapital Supply Corp. s ivicsca ccc cevcctsnaivccteas Chicago, Ill 
NE og a! aha hd iS ec dcele 4 x oo WW SMe aie Bg 4 Oe Oka wk Oe ae Chicago, IIL 
ERORIEO PORDOPE COEDS 65.6.6 6.0/0 0.0 600 0.0 0 0:9 8 were ¥ 0 ce.0 sss COM, ORE, IM. 
RES SUSE Og OT a Acer eee er ae Vew York, N. Y. 
IE IE IY 5 oo. ic are k Sa ey oie Mee ek cea he nete Massillon, Ohio 
BUEN RRMA WSO ss .0 6-526 far0 sp. 93h e880 eS, OUR gy ar ere wba ee New York, N. Y. 
I oi ack ye nih ote sige WOR SDA OE CERN OB Reese Milwaukee, Wis. 
BOAMICHE FUDD? COs. iio cosa ce severessveovessecc INOW geven, Conn, 
PEE RUN  o26 o Sen iis elieinneierh 1 eRe oh GING k mee alee eater ee Canton, Ohio 
Rubber Goods 
American Hospital Supply Corp... .......s.cceereccccsecoes Chicago, Ill. 
BUITOWS CO... ce sccc cece rece ce re crsececeeseeersessessccens Chicago, Ill. 
BIOS SMADORE “COPD 6 isis 56 os 6s oe eect oem eee INOW ROME, INE: 
Prospitel Supply COs, THC 6 occ ocace vs ce ess Foe con as 200 NOME, WORE, ING es 
pe Ee >see Ree T Toe Te ee Eee Te Boston, Mass. 
no COE TCS GO| 0] GR OF: Sa Serre cr ee eT Massillon, Ohio 
OT ee 2 2 eee ener areca eer aera erererarerareraraverer aa ae fo Ag. as 
(OS 6s caw ec kege O46 se) coke ee ke oe ae ee ae oe 
OS Oa | ae ne ee ear Ca A 
Sees NINE TRIER INE MED a. 055.5553. 56 Sec l0v 94.8 ey le WIR acess ba OOS New Haven, Conn. 
I I io a hiss en Sao eee RARER OSS OEE Canton, Ohio 
Rubber Sheeting 
Asperican iospital Supply Corp's... svc ccs wee ctaes wees es Chicago, Ill. 
LESS 0. GSR I ee eer Re a eee eee er eee ana ee ear Chicago, II. 
CSIR Beer eet Cotten Coin. ccc veteceeseciwocns Charlotte, N. Car. 
FIOM MOH tCANTOR “CD, | SINC. 60.5 creed 6s ces eee vee o 0 90060 LORE, ate OS. 
os SA areas 0. a toe me ge 
Rae OS SE COS eis a 5.0 sre e's ea ow eS oa pe os pee Yew York, N. Y. 
Sa A OES Nor cise. 50.6 656 0b, Sea 8 Wie ow Soha be SNR Boston, Mass. 
SE ORI ig ooo bs ers cust en hs eee Res oe de NCE ee S Se ONE CRORES EMS ee 
PRG OE OO, TBIC Sooo cecs be eae pee 8 eee wee © OO OIE Bee es 
COTO TIO Ee LO 65. oe secelers seveic 0 0:6 614.00: 8 0p. wR Re Cleveland, Ohio 
NG oo no o0-556.0 6 0s 60 06K Obed woe oS 00 2 oy en: | ee. 
DORMIONE FIBUDOF CO. cc cic ce ctccerccccciccceceseccs tO Baven, Conn. 
OE I oo oo eh seedy wines ee ew pee bin 00% Mee eeae Chicago, Ill. 
Scissors, Renewable Edge 
ASOT ERECT, LING 6 oo oe6 6 v0 64 bi Sieia 6 00 8b 6 9.014 04 we Weed O Danbury, Conn. 
Soap, Surgical 
Conunental Car-Na=Var COM. 2. << oes oe eee ee nese eee Brazil, Ind. 
OE re ree eee eer St. Joseph, Mo. 
ETUTNABCON TMDOPRCOTIOS, TNC. wn ccc ccc ccceeccereceeses Huntington, Ind. 
SOUNEOR @ SOUMBOM, INC. oc ccc ce ciacccesvccrcese se NOW BFUnNSWick, N. J. 
Midland Chemical. Laboratories, Inc. ........ccecccccsacees Dubuque, Iowa 
Vesunt Chemical EADGTAtOries,. ENC. 0 o.o:s cess secede swe ne ee St. Louis, Mo. 
Sphygmomanometers 
eee. ORIEN iE ROOMS. 5 «a. oisve 0. le eco & alee ecsle.elebiele: Sie me Rutherford, N. J. 
PA RPA PRED Gig ohegliaio'o es, wi o> ive seek saliellp eco e Pv nick Site ello wheel smave'e Wises Cambridge, Mass. 
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AMERICAN 


.. STERILIZERS 
..BEDPAN WASHERS 
.. DISINFECTORS 

.. WARMING CABINETS 


“AMERICAN” 


KNY-SCHEERER 


.. SURGICAL OPERATING TABLES 
OBSTETRICAL TABLES 

.. HAWLEY FRACTURE TABLES 

..MARTLAND AUTOPSY TABLES 




















All manufactured to the same exacting requirements which 
have made American Sterilizers famous and popular with 
competent executives. 


AMERICAN STERILIZER COMPANY 
HOME OFFICE ERIE, PA. 


New York Office: Chicago Office: 
200 Fifth Avenue 1553 W. Madison Street 
Boston Office: 735 Boylston Street 
CANADA ... Messrs. Ingram & Bell, Ltd., 
Montreal, Toronto, Winnipeg, Calgary 
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Splints 
De Puy Mfg. C Warsaw, Ind. 
Zimmer Mfg. Warsaw, Ind. 


Stainless Steel for Clinical Apparatus 
Allegheny Steel Co Brackenbridge, Pa. 
International Nickel Co., New York, N. Y. 
Republic Steel Corp Massillon, Ohio 


Sterilizers 
American Sterilizer Co Erie, Pa. 
Bard-Parker Co., Ine Danbury, Conn. 
Castle Co., Wilmot Rochester, N. Y. 
Prometheus Electric Corp., The New York, N. Y. 
Scanlan-Morris Co Madison, Wis. 


Sterilizer Controls 
Diack, Archibald W Detroit, Mich. 


Sterilizing Jar Units 
Bard-Parker Co., Inc... Danbury, Conn. 


Stretchers, Wheel 


Ei Bers Be! L008 A oe ce ae eRe Pee ae ane Pere era ae et Hammond, Ind. 
Colson Co., The Elyria, Obio 
Schoedinger, F. Columbus, Ohio 
Sharp & Smith Co Chicago, Ill. 


Stretchers, Wheel (Spinal Anesthesia) 


Schoedinger, F. Columbus, Ohio 


Suction Apparatus 
McKesson Apr , Toledo, Ohio 
Sorensen Co., C. M Island City, N. Y. 


Suction and Pressure Apparatus 
Burdick Corp Rie Adele ain cece talon mantio olanerae hse ee nCea eee Milton, Wis. 
Collins, Inc., Warren E Boston, Mass. 


Supplies—Medical, Surgical, and Invalid 

American Hospital Supply Corp Chicago, Ill. 
3ecton, Dickinson & Rutherford, N. J. 
Burrows Chicago, IIl. 
RN I Ng aaa a, = wide ors5 soe ea cece o ase 5or5s 0 bias "@ dsakb: 6 Lok Buh b.700 6 ana Ee 
Hospital and Surgical Service Co Minneapolis, Minn. 
ON ee ress. lk le eS 
Prospital Supply (Co: TRE. coc 6 cca ete cee cece sale OER, ive 

gonneon & depnson, INC... ..6s cece cece cescvcceces INOW BEONSWICK, IN: J. 
Meinecke & Co New York, N. Y. 
Morris Supply New York, N. Y. 
Ross, Ine., Wi Milwaukee, Wis. 
Sharp & Smith Co Chicago, Ill. 


Sutures 
Davis & Geck, Brooklyn, N. Y. 
Jounson & JONNSGON, INC. ...6.06 ccs sevseesecccs INOW BPUNSWICK, N. J. 
Lewis Mtg. C Walpole, Mass, 
NN, NN MED gla har 6, eins 0a: carly Bint We Rs Bile ol oe ANSE ore ee Milwaukee, Wis. 
NUE. SS Si oo sas eka ae ee eee ee Om eee a eens Madison, Wis. 


Syringes 
3ecton, Dickinson & Co 
Eisele 
Glasco Products Co Chicago, Ill. 
RD SE GOON yoo ais So sek ovate 6on na ew ae aap alee New York, N. Y. 
er EE SEs a ake oe oo ee oe wh eee ee ee New York, N. Y. 
Rr PeRaaN ele PERIOD 0 Oia far aie arabe ta 5012 5.109" Tavelior al ove se ocd-a: hee ew aretaeere Chicago, IIl. 


Tables—Fracture, X-ray, Orthopedic, and Autopsy 
American Sterilizer Co Erie, Pa. 
Colson Co., The Elyria, Ohio 
FAGRDILAT TINDOLE MOOK a 6.65.86. 5.0.5.0 3 gain oo hele b die we ecese'ere MW. NA NRa: De eee 
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GENERAL ELECTRIC 


| 1012 JACKSON BLVD. 








of MANUFACTURING EXPERIENCE 


in every 


GENUINE G-E COOLIDGE TUBE 


@ As exclusive manufacturers of the genuine Coolidge tube for the past 
twenty-two years, we have accumulated a wealth of experience which 
obviously is reflected in every Coolidge tube emanating from our plant 
today. ... It is entirely reasonable that you expect the utmost in effi- 
ciency and reliability of every genuine G-E Coolidge tube in which you 
invest. Logically, because that tube is built by scientifically improved 
methods that have evolved from year to year, and which can come only 
from this incomparable experience in development and manufacture. 
.». This experience has dictated the large investment in our present facil- 
ities for the production of G-E Coolidge tubes, to assure the consistently 
high quality and reliability which mean continued satisfaction to every 
user. . .. The moderate prices which prevail is another good reason for 

insisting on genuine G-E Coolidge tubes. If you haven’t a copy of 

our Coolidge Tube Catalog, a note on your prescription 
form will bring one by return mail. 


) or oe meres a el eared, | 
CHICAGO, ILLINOIS 





Branches in Principal Cities 
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Tables, Operating 


CT et er re aera eee yar Erie, Pa. 
EINE CO cv cnicencccte tease rece econ eceeee esr eeun Madison, Wis. 
RR FPS Wn oc ac aoa eS 60 senate sense S04 KESR SS Oe Columbus, Ohio 
WVGEREP Ae BOR O0., DIOS 5.656.068 dG ee wee ee sete Cees re he Cincinnati, Ohio 
Thermometers 
Amorican Hospital Supply “COPD. 610: 6:65 og eo si ckeccon bale wees Chicago, IIl. 
lve, DOM INBON BOO 665 ek oe eee Sawa ee Res wee Rutherford, N. J. 
I a adeeb eee Ee ee EOS ORNS Saw ed Nashville, Tenn. 
Paewira! CmpOr’ COLD 6 i6655:66 6065 bee ORONO LO eee ee ee New York, N. Y. 
MIGSRItalVSUpOlY CO., TRE. 66.05 ies dein os cee ele eteltnne bie pis New York, N. Y. 
nO a Nar ST a ae eee eer erat eee arr aT Rare Marr ar New York, N. Y. 
Ty oe NATUR COs aoe occ era ene le Sunaiw Sia NSi gee Wels Ciel 6 lb gane wiwe Niedevers Chicago, Ill. 
Uniforms, Surgical 
TARR ONCA CRG CE OD 6 ecsisicul d 600. DOA ele he ete, Sl etececece Pittsburgh, Pa. 
Or Tait ClO.,, ls WW ais. s doer Sw erece eens Soa ee a 06, eelale 8 New York, N. Y. 
POMS VINKTIGTIEO! COED 6.6 icc ei ce kes tteee se wnress Con eecew eens Troy, MH. YY. 
PORTE! PROGUCES CO., TIC 6:66.00 oe 0.0, oie 08/90 io ees OO 908. 0h New York, N. Y. 
MES NN WN MN sca fae alias 0) alia vey vb bbb elope aa ava cma Ble)» Sie shel e aoe Milwaukee, Wis. 
Snow-W hite Ce TRONE Oe O65 66 Rls sew eee ke ee Milwaukee, Wis. 
Wrens & Ga Deo cc cine bee ce weeelee cet ceneeeen’ Philadelphia, Pa. 
Vasculators 
I No Cots, Lr ict ad ib Glee d oe S Fe RO le OR oo ne Milton, Wis. 
eer eee ee rrr er ere Boston, Mass. 


Vitamin Products 


MRD Cee I FD, SER a4 reise oon Ree ale eee eS nena tome New’ York, N. ¥. 
Washers, Bedpan 

Avberican Sterilizer’ COs oo 5.60cciedsinedes dels eee see eseeweseees Erie, Pa. 

ts 5G. WO NOE oo 5.6. 60005. 8 NO Ea Oe ER Ve EES Cee eee 8 Rochester, N. Y. 

ee OE nr ee ri New York, N. Y. 

ek. errr ea a aa e ee eer ee ee Madison, Wis. 


Water-proof Sheeting 


eee eas CG .. WRG sbi xc 56060 tah en seen oe ieee ees New York, N. Y. 
X-ray Apparatus 

Seneral Bilectric X-ray COPD. 606k cic 60s claw veleciec es ceebes Chicago, III. 

Westie noune AHATAY CO. os occa tceesesees Long Island City, N. Y. 
X-ray Films and Supplies : 

Tier a A POs 6 iia bw Ae DW eRe OES RRS OREO MLE St. Louis, Mo. 

Te a eer re eer ee ee ee eee Rochester, N. Y. 


LAUNDRY EQUIPMENT AND SUPPLIES 


Dryers 
American Laundry Machinery Co... ccc.cecrceceecs Cincinnati, Ohio 
American Machine & Metals Mfg, Corp., Troy Laundry Machinery 
TRIMAGIGOU a. 6 656% sno 3) bio. n o's oo be whine bleu. Be ele ACE Ng era lecb g East Moline, Ill. 
Extractors 
American Laundry Machinery Co..........ccecesescsces Cincinnati, Ohio 
American Machine & Metals Mfg. Corp., Troy Laundry Machinery 
MTG AMNION) \ovars a's 6's: @ asin w acs )¥ oo Oreleiel seus Rae Gee Oe hb greene s East Moline, Ill. 
Ironers 
American Laundry Machinery Co..........cccscscvcveee Cincinnati, Ohio 


Marking Equipment and Ink 


Applegate Chemical Co... ....cccccssecccscncccnccccsccvcses Chicago, Ill. 
Trucks, Service 
ees ary NAAN eS sarees ip we ae <a arnt aime OI Maa wlan Sh WIS Wale SiS Hammond, Ind. 
ONT Og) RO oa sco 05-0) i weeO La GOSS lo kp a ewe Se bi are.e oe or Elyria, Ohio 
Tumblers 
American Laundry Machinery Co..........cceceecceceees Cincinnati, Ohio 
American Machine & Metals Mfg. Corp., Troy Laundry Machinery 
NOD 5-56 e 5 a6 95-05.56-8 BEE REP OR O2 956808 £ xO RSENS OD East Moline, Ill. 
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Announcing... 
A NEW BOOK by 


Malcolm T. MacEachern, M. D., C. M. 
that should be in every Hospital Library. 
93 









HOSPITAL ORGANIZATION 
AND MANAGEMENT 


A comprehensive book of nearly 1000 pages for Hospital Ad- 
ministrators, Trustees, Staff Members, Department Heads— 
in fact, everyone interested in hospital work. 


A 
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Dr. MacEachern, Associate Director of the American College 
of Surgeons in charge of Hospital Activities, and one of the 
leaders in the hospital field in this country, wrote this book 
from his accumulated experience of many years as Hospital 
Administrator and pioneer in hospital standardization. Now, 
after several years of intensive work on his part the book is 
about to become a reality. 





Every chapter of this history-making volume has scores of 
valuable ideas for every hospital executive. Every hospital 
activity is thoroughly covered and to make the picture com- 
plete there are many carefully worked out charts of organiza- 
tion. New subjects, new methods and modern trends are in- 
terestingly treated in this book. 





The book will contain 22 full-page illustrations by a renowned 
artist and almost 200 illustrations of charts, forms, etc. Size 
93, x 63% inches. Price, $7.50, plus postage. 




















The mere announcement of a book by Dr. 
MacEachern is sure to meet with a hearty 
response in the hospital field. We suggest We Have a 
that you place your order now to be sure of STANDARDIZED 
a copy as soon as ready. FORM. 





Send Coupon Ordering Your Copy Now. 


for Every Hosp: 


1 


PHYSICIANS’ RECORD CO., Dept. D9/35 


Purpose 





Be sure to 


‘ 

| 161 W. Harrison St., Chicago 

VISIT OUR | O Laeien i i RRaStnie Soey,el HOSPITAL ORGAN: | 

BOOTH at | 0 Sad.aromy ot HOSPITAL ORGANIZATION AND Mas. 

the A, H. A, Saheim a hat aac Hospital | 

Convention, ! Bequésted By oc ckcccc cccsdccntccdvcsscesescesdendsasedeses n oa | 
° MORNE icc acccvuccecdecesanweucesncuccucucsseccadsaeaeudenagas 

St. Louis | Town and State. ......cccccccccccccccccccccscccscsssecesseccccce | 
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Washers 
American Loawndry Machinery CO. 66.6: 65:65.5.8 0.00 eaewrneees Cincinnati, Ohio 
American Machine & Metals Mfg, Corp., Troy Laundry Machinery 
er et eee re ee Cee Pere ree as East Moline, Ill. 


Washing Powders 
OI I ACO) MO Ds SES 6014.09 aioe wae Seo ecwrel male anue Wyandotte, Mich, 


FOOD SERVICE EQUIPMENT, UTENSILS, AND SUPPLIES 


Baking Equipment 


I I Nis ooo 6.40 50S OR EERE S OR ORNS Cleveland, Ohio 
DEWOI UA DrICRIEEN PlOVE? CO cisions ce esa ee ee were eons Detroit, Mich. 
TICES pC RSS BA oar re arena rere ear Preece ota cr erat ae ie St. Louis, Mo. 
LDU CS oa Cs ed RR aoe CO Perper Re Ree SMe Re ROI ers Ott Troy, Ohio 
Rese TER I RNIN, AC ooo: (7 a, /0: <p tw bs ohae Wie natiatobev auedacle ola Alenena ewe eke St. Louis, Mo. 
MN ea NUMAN Go RCUIRE SE PINES OD 955-1 15-74 '0'- oss sien bb AAG ECR WA ak Didier pron eDE. LUENC STATO TRL aaa re St. Louis, Mo. 
yy oo Se Pee ree ere es eee eer ee ey ee . Chicago, 7 
Standard Maes SUI RIG (OORD «6.55.06 6 doe ecko ersrels haere SO N ew York, N. Y. 
Broilers 
NTS SIO SS Bliss 555 Sri, 5 Gehe OW ole Bate are ee eee are Oe a Cleveland, Ohio 
EOOEPOREEROCMIRD HOOVES CO... oc cc icccwceccewscce se sessvewe Detroit, Mich. 
eI TIN oa. ag sx oe Wid enieo b raed Bisse bers Oe Rie SEM pores wWienk St. Louis, Mo. 
Be ee eee re eee re oe ee re St. Louis, Mo. 
NI eS Foo bo Gene By Saree Dard Sis Sle aaneiele wie Fe St. Louis, Mo. 
Se OR SS ee Roe ae ean Ory Or rt rere ae ete Aer en eee War yee oer .»-Chicago, Ill. 
NN NIE a caine kyo cieve-g rh gk, o Sle RRR ALE OG WANS OSE eR AS RS Newark, N, J. 
Standard Ges HDaquipmicent Corps sic. oi. ce eee New York, N. Y. 


Can-Opening Devices 


aN I NO ore ber dias Heads AS OHA OD SALE ee eR RS Chicago, Ill. 
Chinaware 

NN NINE 5S os on tate dca 0 Siw Wrecey hr eeeieieie a oae enw oN Buffalo, N. Y. 

Ne a6. is Wie Awd ole ie. 6. Fb Sellen ec OR Gwe SORE Aa St. Louis, Mo. 






Mayer China Co eaver Falls, Pa. 
tt SN hn in aks cy Wininl& buaumneie Slwlacace ie wie eal ea tere eS ee aheeaEEe Chicago, Til. 
POCHRMRO TR OUOOY CO’. (4550.56. 8 06s 0 OR RS c Oo oO EEE KORE OS New Castle, Pa. 


Choppers, Meat and Vegetable 


PASEIAG OK OO), SOs, OMI ois. 68 4s are He RDO REDS DRA R Rochester, N. Y. 

EMIEG PAE. Onis parc cee oF eS ES GOERS S See WOT OAL RE Ee erS Troy, Ohio 
Coffee Mills 

RARE IN! Ooo ithe n ed CO weber a ee FE VSS GS Ge eon Troy, Ohio 


Conveyors, Electrically Heated 


aN PANO SMI so coo Ee Siels-sh:8 GAMES SS OD.s Ca PRE OSD dU MDORAE Elyria, Ohio 

Prometheus: Wilectric COLD «ws. s-0:0:0-86s o es o0d-ccele os vein ees INOW SLOPE, NW. x, 

ee a) Mele. ie aaa ST 0 a a ne ae are eer Aree eer kara Toledo, Ohio 
Cookers 

ere BEE, OO a oo oe es ee ke EEO EE SS Toledo, Ohio 
Cutters 

ee Ee Ee, TE. I. 6.0 50 604 4 ow EERE eS Rochester, N. Y. 

ONES SUI Dang oo pieces whe 6 av Sl ane hc a etn Giler G.s6) 6 atm AS Nip CMW Or Fewrale Troy, Ohio 
Dishwashing Machines 

Anstice & Co., Inc., Josiah Uli uglier. Seltor Steceies ole Yanan eae ORG oceea Rochester, N. Y. 

Blakeslee & Co., G. OA re er get re ere ete ee Chicago, Ill 

a OO ors ene ores bc Bek Sesdcd BO Pre ecatcs ors Sever onearMrar angie erates Troy, Ohio 
Fryers 

FON ats) SI CM, G0) og oreo ee Rr pee aa Cleveland, Ohio 

DELP OUEIC RIAN. SEOVE O06 i566 00s olen wleieic 8 see osu p89 ® Detroit, Mich. 

CEES OT Sa” CE pA ara ere anerarer Sr er keer iy arent St. Louis, Mo. 

ee ee en ee bates Pea e as SORE Oe we St. Louis, Mo. 

po PAT oe TC OS ae OP arY OeE arate ary Te ore gree ea era St. Louis, Mo 

RI NN lo ord cos he te $75. gs Ki 9s OMe Shon Or ereld MOGI eRe Chicago, Ill. 

Standard Gas Hauipment Corp........0ccacsiseccesss NOW Zork, N. ¥. 
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The MATTRESS 
that is truly 
conformable ... 


The patient sleeps 
relaxed 


@ And the comfort is the 


same through the years ... . 


@ Never becomes even partly 
bad enough to throw away... 





Manufactured, under KARR license, exclusively, by the 
MASTER BEDDING MAKERS OF AMERICA 
Executive Offices Holland, Michigan 
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Glassware 
IN NNN 5 A irs 55: ola, arte WW ial e te alacie at ple eg ecw wreciew elace Saree Buffalo, N. Y. 
Re MOON oS ploy tana el ne Sec ieriie bee WS POS POD EEO Nee ...St. Louis, Mo. 
WON NANA SUID 0-50 he os cian, areata Al oe Sie on ol ee ane iiier b anare aT Beaver Falls, Pa. 
epee PRED, 5 ERIN Gc ius ucene: krona ae &: cr ebce tar Sebi Sine Gee PALATE TorNT Reta ec SNE aCOED Chicago, Ill. 
ME NRNEO TE OLLClY. (CO .5 6.5 00s. & abs bine ostele Wale bere Ror ereeeare New Castle, Pa. 


Mixing Machines 


PP EN NG: oN NO ats 5 cesip coca Reco 5d a Weer SPR Dae DS CIR EES Troy, Ohio 
Ovens 

MIMeriCAn! GOVE LOG so: é 9055s» <oueaile lose oleWeinsiglo a9 wieleseiere ons Cleveland, Ohio 

Deron cninen Stove CO. 4 scaeccc os Kio ees CR OR Oo Rae wee Detroit, Mich. 

MOPARS OR ER coos Uh et ctor ae 1% ig elena ce velo ae ee pao ple paw S STR St. Louis, Mo. 

RPERe TEL URE NURIA Oo og o6 cha carse kcdine a SacaSiin shbrai ele WR bee 416 mrecoheaieee St. Louis, Mo. 

MS UE SRT MEIN S. iesa vey 5755 ('a fore Gea He ow asa alow Bie ae ACHR Sree oie aes St. Louis, Mo 

eRe ND IE oo. ofS e cicero ga essai sg 4dr iaue or STARE E AURIS SUR Fata SLRIETS, Ge Chicago, Ill. 

Standard Gas Pauipment Corp... ... 600 c65 00s ceceece caso New YORK, N. ¥- 
Peelers 

Ug Bsn © RS — ea oe a Chicago, Ill. 

PORORDIE EC, NE OSs. .o sone: suclar any: sue aces oreo enenteece ieee bavag Wee ere Renee Cee Troy, Ohio 
Ranges 

PAMMOTICAN “BOVE C0 sesso ere 5.0.4) Habs acdsee: powmereUa Rh ge eee Cleveland, Ohio 

PINHOLE RCIA SEOUS COs. isc: sic as ea. ow aes Wee ease ees Detroit, Mich. 

RR OO owes fone ig sane + id's. ls. §. 88 Seal ee sp Dias BH OW PAAR Mee St. Louis, Mo. 

RMSE MORES ARRRE OOo oo oid sch ores 0 OOO RAIDERS TSR DOwES St. Louis, Mo. 

INR I ID olga o oS sx asvacg aoa awww aor IRTW BNA Re ee dele SIAN St. Louis, Mo. 

NE I I Nk idle wai aa nw es ale wwe eee be eRe Te Chicago, Ill. 

Standard Gas Equipment Corp............--eeceeee+++-New York, N. Y. 
Silver Burnishing Machines 

American Laundry Machinery Co...........ccccecccsccs Cincinnati, Ohio 

AMAVICE M0: INC, DOMAIN 6 5.3: 6:3rs8e soe Base wee EE SF eS Rochester, N. Y 
Silverware 

og Mecl! C)  it 0.) i rrr el (oa a 

RNR NI oa 1e. 0:07: Sure. ceeebrr6i gs eile Oy my drubs Swept wae IR tw RIO Cee Oneida, N. Y. 

RUE OS INE 6.555 'u) oiies.5:sate acres encae Wilonseidssa' Suse ARF pisheR Ie AME OTS NERS OIE Chicago, Il. 
Slicers 

PROT Eee POO os) iersstie Rs grein SR Oa oie OR awe ew EN OO SHOR ae OH mEE Troy, Ohio 
Stainless Steel for Kitchen and Service Equipment 

rg eo. gS No eR a Breckenridge, Pa. 

international Nickel Co:, BNC... 6i6ic deeds te sn cceesccss NOW Tork, N. ¥. 

ENR A OR CIS ao 0 eck 5.8 oo Sw AOS PKs Ae we ee ene Massillon, Ohio 
Toasters 

SEN ME MING 6 09. 0h vac drrd po \eiaw sshieX- Ces wagig Wane aoc enw aneete tee mip waaeouond Oe eles Newark, N. J. 

standard Gas Equipment ‘Corp: ....cccccs ese sceeccess NCW York, N. Y¥.- 
Trucks, Service 

RRS AE Ds NN ie: 8 cis 5:5015 2 RHEE A Weed MO MESES Se WOES Hammond, Ind. 

ER. YE a a ae eT ee RNA POG 7 Elyria, Ohio 


Utensils, Cooking 
Ue eves citcy er gt cd.) at OY 0 nn oo Pre New York, N. Y 


Peano MPA Dent sc tiie rash: izrsesois-droisiacw'asotede den ooh sree eR Chicago, Ill. 
Waxed Paper 
Ee aac oda SW ER ee eae eek eee Hoboken, N. J. 


Baking Powder 


RPUIE NS Or NES ar 5S, arss a) cheend pi whaNe © Se elie wie ewan: er elecene a neLe Hoboken, N. J. 

MISROTAL POGES COPD 6.6 660s 6a Sie Sb KS eal e eS ede se eNO ROPMOEN. ee 
Beverages 

PPANIS OG. Pe Es. COOCOMIBTE ) 6.55.05 csvels 0 Gis ba: ble ore w MRS Hoboken, N. J. 

General Foous Corp. (postum and coffee)...........+.. New York. N. Y. 

SERUM IRE irs QUO LING cs. uss aialg ecaipuslinie.0 4's ws) ¥bibilars.i6s'o) biocbln bs Henao St. Louis, Mo. 

wuker Qud” leteeh ‘Co.- - GOIV) 66d 54:5 8ie oc bas 9 0b wb Bora w Cincinnati, Ohio 
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PITTSBURGH'S 


FOREMOST HOSPITAL 


— SELECTS THE — 


CLARK 
HYPERPYREXATOR 


PROGRESSIVE HOSPITALS 
RECOGNIZE THE ADVAN- 
TAGES OF FEVER THERAPY 
AND ARE PROVIDING THIS 
POTENT REMEDY FOR 
THEIR CHRONIC AND 
ACUTE CASES WHICH DO 
NOT RESPOND TO REGU- 
LAR MEASURES. 















































The above illustrates the second machine 























The CLARK HYPERPYREXATOR is an ap- 
paratus which every hospital will be glad 
to own. 


After careful investigation of all avail- 
able equipment for the production of 
"Friendly Fever" this well known hos- 
pital selected the Clark Hyperpyrexator, 
because— 


1. It is designed to avoid discom- 
forts of contact methods. 

2. It is the original and approved 
air conditioned, infra-red fever 
apparatus. 

3. Over 200 of these machines are 
now in use here and abroad. 

4. A graphic record of the patient’s 
temperature is provided. 

5. Any desired body temperature 
may be obtained and automatic- 
ally controlled. 

6. It is constructed by a manufac- 
turer who has specialized in this 
field for many years. 

7. The Clark method of “Friendly . 

Fever” has been confirmed by 

many eminent men who have re- 

ported their work in official pa- 
pers, which are now available for 
those interested in this potent 
therapy. 


RETURN THIS COUPON TODAY 
and learn how the Clark Hyper- 
pyrexator can profitably serve your 
hospital. 








The Electrical Research Laboratories, AHB 
Warren, Penn. 

Send complete information — prices and 
terms— concerning the Clark Hyper- 


pyrexator. 

PRINTS cccdv conse dunes vewexvereceenwereey 
I inc bea acsinaeenawnsc erewa HAO cs. cc ccics 
IRIN 2512 cscs ii b's kore De ene We eRe ARS 








































ordered by this hospital within 90 days from 
the installation of the original one. 
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Horlick’s Malted Milk Corp. (malted milk).............. Racine, Wis. 

Kellogs Company (coffee) ........-cccscscescececs Battle Creek, Mich 

Boe CES Ae Oe RN A OC ea ear er ea Chicago, IIl. 

Sexton & Co., Jonn (Comee Gd tOR) . 666d ce ceesesncesss Chicago, Il. 

WOMIRMER: OO WEBENMNO Ds ooo. 6 6iie oc Sew bic nb HOS oe dais wh ecgiesecoMend ee's Chicago, Ill. 
Cereals 

General Meads COLp sos sido seks wid co maaewacce bed evo sd oceINOW.) LOPBy Ive. We 

MMRRERN NE EN occ esos a cores onan aren Acang ace ata eaiS ane } oeeate Pittsburgh, Pa. 

RN RONAN ooo. og 515 S06 > Sue ss: Se 4-0 Slo re OR attle Creek, Mich 
Chocolate and Cocoa 

ERE UAL MM OOOR CORD ciclo ciecelnig asics: die dis pesimindes cad BTS PS New York, N. Y. 

MPLS ARID MMR IN Se peo SIN are "eK AS aoa oi one. Ok 5 aeocer ere Mle ee TO St. Louis, Mo. 

CU SYREN Vu 3) SOC Of oe eS Wer Cincinnati, Ohio 

RORRENSE es NERS A og hares. ce gras wars ek 6 4 d-0-F A eco Meera wd 58 ...-Chicago, III. 
Coffee Tricolators 

TeIeeeOr 0.5 TRG a6 6 ois onc oe es has HR 4s ed ee Cie ee TOR Ne 
Desserts 

General mgs °> aban ER eRe acaba Biiass 2 York, N.Y. 

LEE CSE, (CR a tere ee memo cne cMPRIrr r St. Louis, Mo. 

Hilker and Bietsch Cis Cagk 3 h5S 6b Cob eae cease Cees Cincinnati, Ohio 

I i gra Cate eek SR OS RAE ORAS ee Chicago, Tl. 

SURO ADEN 6 ooo. 9) ae: inne (0-0 G6: 8 aoe Wie R pee MRO TON Chicago, Il. 
Flour 

GERGNAT 270008 “COPD 5:6 sieeve vis'eare % ed aw O'S dhe Ro Orere oo New York, N. Y. 


Fruits, Canned 


SUNN Nr NNN crass. 0 tae sdiaieares “Sw as eR oie! 308 ete ewe 6 eared ane Chicago, Ill. 
Fruits, Canned, for Special Diets 

Battie Creek Mod COs, THC 6 ibid cease ca sce ses Battle Creek, Mich. 

Chicago Dietetic Supply ES 66.5 case Oh AE Soe we ES Chicago, Til. 

SR INATIOE, TAS MUNNEN or itcig, cinve'id) xe. ee. 6:5: are 6006.6 868. 16 ORME RMS ew eae Chicago, Ill. 
Preserves, Pickles and Condiments 

I Oh Nai 6 5s Sh EGS Gunde 408 OH) RES TRE De DEO Chicago, IT. 
Urns, Coffee 

MMMGSIALGY CO.) TNO. ies acces aes oewees se cciegsexcesceew York, N. ¥ 
Tricolators 

OGY °C. “DNAs sacha ei KRAMER O Re eee Oe ROVE: IN, &. 
Vegetables, Canned 

No 6 666.06 EEK E De HERE OOS ROO E ORE OS Pittsburgh, Pa. 

Ns ae oe ALEK Oe ae REND OAS KOR eNEDR OEE S Chicago, Ill. 


Vegetables, Canned, for Special Diets 


Battie Creek Pood Co: “ENC: sis 6i sees orececseevers Battle Creek, Mich. 
Chicago Distetic Supply’ HIOUBE™......56 0 cv vcsewncevedwos cee Chicago, IIl. 
ee I Is on x eae se RLS S OK A KN Os HEME SOCEER COSTER Chicago, Ill. 
Vegetables, Strained 
I es 506K RS EEE COKE PORES HESS ERE ROO Pittsburgh, Pa. 
; PUBLICATIONS 
TRE SAAN oa 555 5g cMarket OS Aer sgh WS SSL ois B58 48'S SOI Chicago, Ill. 
American Journal of Nursing, Th>....................New York, N. Y. 
HIGSpItal MEABABOMOENE. «oii i kind be ioe fone Deb ee ew ces ( ‘hicago, Tl. 
EIOSPItAl “FGDICH GN “UVR soi. ees cesses cue eco ww wi eae ee wren Chicago, Ill. 
WEGRCYT TIOSDICAL, Oso ceocieeoltip os siis & bieiaed anardoaeis Soore els sis meheraee Chicago, Tt. 
Modern Hospital Year Book, The. ..........cceccsercesvene Chicago, Ill. 
Trained Nurse and Hospital Review, The..............New York, N. ¥ 


PLACEMENT SERVICES 


Aznoe’s Central Registry for Nurses............ccseeceees Chicago, Ill. 
Interstate Physicians and Hospital Bureau.............. Cleveland, Ohio 
eee Se ere ee ee eee ee eee Chicago, Ill. 
ates a ERE ORR = og os os Starke eo wh we ba wees 84 oe eR eS Chicago, Ill. 
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A Message to 
Hospital People 


It concerns the smooth, efficient opera- 
tion of hospitals and the happiness of all 
hospital workers. 





There is one time in the life of nearly every hospital worker 


when he or she needs a new position. 


It is equally true that the hospital frequently must find new 
personnel who are skillful and experienced. 


Where to find a new and better position or—where to find 
skilled and reliable personnel—that is our task and we are 
solving it successfully today. 


If your hospital should need a supervisor or instructor—a 
technician or dietitian—a resident or a physician who is a 
specialist—a pathologist or radiologist—or if you would ad- 
vance your own position—we ask that you tell us your exact 


needs. 


In absolute confidence we will help you find the right per- 
sonnel, or—that finer opportunity for your own efforts. 


(Our booth number at the convention in St. Louis 
is 165; it will please us if you will call.) 


The Medical Bureau 


Top Floor, Pittsfield Building Chicago 
October, 1935 [165] 
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Applications for Institutional Membership 


July 30 to September 19, 1935 


California 
Hazel Hawkins Memorial Hospital. .... . . 2 0 Pert nen ete s re 
ee ve .. .San Francisco 
Queen of Angels Hospital......... a 
St. Joseph Hospital... .... Ee ota os Gish ss 1 OanS 
San Fernando Hospital............ ..+s+.e.... 00m Fernando 
Silverado Sanatorium............ pie Calistoga 
Indiana 
Vermilion Gownty Glonpital.. 2... 6. 66. cee eeens .....Clinton 
Minnesota 
Fergus Falls State Hospital................... ........Fergus Falls 
New Jersey 
Hospital Council of Essex County............... at . Newark 


New York 


Benedictine Hospital. . . Bree ane eye eR att es Kingston 
Boro Park General Hospital A Bane sede ds APE ace Brooklyn 
Buffalo General Hospital....... Eee ree ..... Buffalo 
Hastings Hillside Hospital... .. . . Hastings-on-Hudson 
Solomon and eee Loeb Memorial Home for Convalescents Eastview 
Seton Hospital. . iia Seahiee REGS Meer rT aeeTeh 
Ohio 
Evangelical Deaconess Hospital......... .......... Cleveland 
McKitrick Hospital ............. SONS eer, 
Pool Hospital... ... ER LTO REET E EE 
St. Vincent’s Hospital....... pA rate VEY gr .. Toledo 
Swen Tiswitd ....... 5 cess. pita ' is Cambridge 
Willard Municipal Hospital De shh Ra Rec ana i pica a op 


Sioux Valley Piospital.... 2... 0005 0000s ; Sioux Falls 
Texas 

Methodist Mospital.........5.....20 0555: prieveecs a Ott Werk 

Diamante TRUE. wok ee i ne dens _..Mineral Wells 
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T teed Water Mixing 
wee Valves 


4 
: dae 
HYDROTHERAPY 

Ofos ab ahah tohet-ae wtoh meal baat 

[SEVe\iae st- ba at) 
 -Coaatar- bate MM ET-ve ms =f-ha at) 
Control Tables 
Surgeon’s Wash-Up Sinks 
X-ray Developing Tanks 
Individual Shower Baths 
4 


QUICK SERVICE 





by competent Engineers 


in 43 Cities 





THE POWERS REGULATOR CO. 


40 years of specialization in temperature control : 
CHICAGO: 2735 Greenview Ave. NEW YORK: 231 E. 46th St. | 
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Maine 


Woodman, Eunice M., R.N., supt., Thayer Hospital, Waterville. 


Maryland 


Phillips, Betty Jenkins, R.N., supt., Provident Hospical and Free Dis- 
pensary, Baltimore. 


Massachusetts 
Meyer, George von L., dir., Children’s Hospital, Boston. 


Minnesota 


McBroom, D. E., M.D., supt., Minnesota Colony for Epileptics, Cam- 
bridge. 
Smith, B. F., M.D., supt., Rochester State Hospital, Rochester. 
Wolfe, Esther, R.N., supt., Hutchinson Community Hospital, Hutchin- 
son. 
Missouri 
McClellan, Oral S., M.D., supt., St. Louis City Hospital No. 2, St. Louis. 


New York 


Francisco, Hazel, R.N., supt. nrs., New York Eye and Ear Infirmary, 
New York. 


Greener, Margaret L., R.N., asst. supt. and supt. nrs., Cancer and Neuro- 
logical Hospitals, Welfare Island. 


Oklahoma 
Stevens, Walter S., M.D., med. dir., U. S. Indian Service, District No. 4, 
Oklahoma City. 
Pennsylvania 


McKeague, Anna C., supt., Williamsport Hospital, Williamsport. 
Ness, Beulah R., R.N., supt. nrs., York Hospital, York. 


Washington 
Victorine, Sister Mary, supt., St. Joseph’s Hospital, Aberdeen. 


Canada 
Cohen, Samuel S., supt., Jewish General Hospital, Montreal, P. Q. 


Application for Life Membership 


Hartry, Harriett, R.N., Newmarket, Ont., Canada. 
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THE AMERICAN 


JOURNAL OF NURSING 
20 West 50th Street, New York 


has ONE function— 


to HELP NURSES NURSE 





Come to Booth 111 and examine it. 

















EXTRA COPIES 
of 


Hospital Accounting 
and Statistics 


available 
at 


$1.00 per copy 


® 


American Hospital Association 
18 East Division Street 
Chicago, IIl. 











An Announcement 

Of Prime Interest 

To All Executives 

Of Hospitals, Sanatoria 
And Like Institutions 


The Nurse Placement Service is 
actively engaged in bringing to- 
gether employers and available 
capable applicants for every posi- 
tion within hospital needs. 

We investigate thoroughly, select 
intelligently and present promptly, 
and in accordance with your speci- 
fications, candidates for your ac- 
ceptance. 

We are doing this for other execu- 
tives successfully. 

May we do it for you? Write or 
wire your needs. Credentials of 
available applicants will be mailed 
within five hours. 

Visit us at Booth 236 at the A.H.A. 
Convention in St. Louis. 


Nurse Placement Service 
8 South Michigan Avenue 
Room 1513 Chicago 





October, 1935 
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Queens General Hospital Soon to Open 


RRANGEMENTS FOR THE OPENING of the Queens General Hospital 
are now practically completed, Dr. S. $. Goldwater, Commissioner 
of Hospitals, announced recently. Bids for x-ray equipment were 

opened on September 12th. The contract for this equipment contains 
a 60-day delivery clause. The opening of the hospital will be preceded 
by formal dedication exercises, which will be held—subject to Mayor 
LaGuardia’s approval—on Wednesday, October 30th. During the re- 
mainder of the week the hospital will be open to public inspection. The 
Queensboro Chamber of Commerce has been invited by Commissioner 
Goldwater to designate a committee of women to act as ushers during 
the inspection period. 

Actual service at the new hospital will be built up step by step, accord- 
ing to a pre-arranged plan. Members of the visiting staff assigned to 
service in the out-patient department are being instructed to report for 
duty on Wednesday, November 6th. The first ward patient will be 
admitted on or about November 18th. 

The Queens General Hospital, the first and only municipal hospital in 
the Borough of Queens, will immediately take rank with the most im- 
portant medical units in the City of New York. The hospital will be 
able to accommodate nearly 600 without overcrowding. Three am- 
bulances will be assigned to the hospital. The medical staff, carefully 
chosen by a nominating committee selected by Commissioner Goldwater, 
with the cooperation of the Queens County Medical Society, numbers 
234, all of visiting ranks. The visiting staff will be assisted by a staff of 
residents and interns numbering 37. 

Dr. Carl Boettiger is president of the Medical Board. The medical 
superintendent in charge, Dr. Marcus D. Kogel, has been connected with 
the Department of Hospitals since 1927, and before receiving his present 
assignment was medical superintendent of Cumberland Hospital. Miss 
Anne Johnson, formerly superintendent of nurses at the Municipal Sana- 
torium at Otisville, N. Y., has been designated to head the Nursing 
Division. 

A comprehensive clinical organization has been set up, including the 
following medical and surgical specialties: / 

Medical, surgical, obstetrics, pediatrics, gynaecology, orthopedics, 
physio-therapy, tumor clinic, eye, ear-nose-throat, skin, genito-urinary, 
venereal. 

Other specialized clinics will be organized as the need for same arises 
after the opening of the hospital. 
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— The ARISTOCRAT S 6Y.L0U8S 


CONVENTION 
HEADQUARTERS 


AMERICAN HOSPITAL ASSOCIATION 
September 30, October 1-2-3-4, 1935 


800 Rooms 
From $3.00 to $5.00 


MAKE YOUR RESERVATIONS NOW 
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The American Medical Association and Hospitals 
(Continued from page 31) 


One could not understand the work accomplished by the Council 
through the thirty-one years of its existence without some knowledge 
of those principles which have ruled its action. With regard to medical 
schools, hospitals, and other institutions, the improvements that have 
been made have been voluntary on the part of the institution served. 
As a rule, the Council has gone only on invitation. The conditions found 
are frankly discussed with the officials in charge. Verbatim copies of 
reports of inspection are routinely furnished to hospitals themselves with 
respect to intern training. 


It was the method of the Council with medical colleges and with all 
the other institutions which it has helped first to ascertain the standards 
and procedures of the best institutions and to help all the others to come 
up to these standards. The published lists, whether of medical schools, 
hospitals or whatever, always gave due recognition to those that were 
acceptable and either omitted mention or gave due warning concerning 
those that were not accepted. 


The Council could not have accomplished its work without the unfail- 
ing cooperation of other departments of the American Medical Associa- 
tion as well as that of the constituent state and county medical societies. 
Of great value, also, has been the unfailing cooperation and support of 
the American Hospital Association, the American College of Surgeons 
and other national organizations, including Catholic and Protestant Hos- 
pital Associations and the numerous departments of government, both 
state and local. Hospital and medical journals have contributed a large 


share. 


While this article is being written, the Annual Census for the twelve 
months ending September 30, 1935, is being launched. In this census, as 
in all the preceding ones, only necessary information is asked and all of 


it is used. 


Of supreme importance with regard to hospitals has been the fine, 
faithful response of hospitals themselves, their staff and other officials. 
As high as 98 per cent returns have been obtained on the Annual Census 
of all hospitals. A 100 per cent return from hospitals approved for 
training interns and for residencies in specialties in routine. 
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“ ., . and now it’s up to the 
sutures. I’m particular about 
the make I use because suture 
behavior depends so much on 
qualities that can’t be seen.’’ 
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